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AIDS EDUCATION CF SCHOOL-AGED YOUTH

THURSDAY, MAY 3, 1990

U.S. SenaTe,
CoMMITTEE oN GOVER. 'MENTAL AFFAIRS,
Washington, DC.
The Committee met, pursuant to notice, at 9:35 a.m., in room
SD-342, Dirksen Senate Office Building, Hon. John Glenn, Chair-
man of the Committee, presiding.
Present: Senators Glenn, Kohl, and Heinz.

OPENING STATEMENT OF CHAIRMAN GLENN

Chairman GLENN. The Committee will come to order.

Today's hearing is about children and teenagers who, in the
words of one of our witnesses, are lovable, capable and of infinite
worth. None of us would quarre! with that one, certainly. Fowever,
it is simply not good enough that we aduits know this about our
childrer It is essential that every young person believe this about
himself and channel that self-esteem to eliminate or reduce the
risk of becoming infected with the human immunodeficiercy virus
(HIV), which causes AIDS.

Now, that is no easy task. As they grow up in the world today,
young persons face increasing pressure to engage in high-risk be-
havior such as I'v drug use and sexual activity. Too often, family
constraints, guidance, and counse'ing are missing or just not there.
Tragically, too many youths have no idea where their next meal or
bed is coming from It is not surprising that those realities tend to
skew a young person’s ability to evaluate the threat of death from
AIDS 5 to 10 years down the road.

The Centers for Disease Control (CDC) is the lead Federal agency
responsible for educating our school-aged youth about the dangers
of AIDS and ways to avoid HIV infection. While CDC grants for
such education have grown from $7 million in 1987 to over $40 mil-
lon in 1990, information about the resulting programs—what is
working and what is not working—has been limited. As a result,
the Governimental Affairs Committee requested that GAO evaluate
CDC’s efforts, and C AO has prepared its findings and recommenda-
tions in two reports, which we are releasing today. ! believe those
are probably copies of the two reports back there on the table that
are available now.

The CAO’s first report is based on its nationwide survey of
school districts ard their policies toward reaching kids who stay in
school, and training teachers to teach about this very sensitive sub-
ject The GAO found that for this nationwide problem, more Feder-
al leadership is needed to improve not only HIV curriculum, but
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also teacher training and information about students’ knowledge,
behavior and beliefs.

The second GAO report concerns the slow progress by the Feder-
.al. State and local governments to reach the small but critical per-
centage of youth who are not in school. This group includes the
runaways, the homeless, the incarcerated, the migrants, and street
youth who may be involved in a variety of high-risk behaviors such
as IV drug use and prostitution.

As much as people may want to get AIDS behind them, get rid of
it, thus get the problem solve! and go on, the epidemic among
youth may be only just beginning. According to CDC, there are 500
reported cases of AIDS among teenagers. Now, that does not sound
like much, does it? Five hundred cases of AIDS among teenagers.
And that figure is small when compared with the over 100,000
AIDS cases overall, but it is no comfort to the health experts who
know it is possible to be infected with the human immunodefi-
ciency virus and not show any symptoms of the disease fur 10 years
or more. So, that figure of 50C confirmed AIDS cases now among
teenagers undoubtedly translates into many, many, many times
that number who now have the virus that will progress to AIDS as
the teens go into their twenties. In fact, health experts see that 20
percent of those people diagnosed with AIDS in this cotntry are be-
tween the ages of 20 and 29.

And there are abundant signs that the virus is spreading. Some
doctors report that they now have a dozen infected teenage pa-
tients, while only a year ago they had one or none. Studies indicate
that as many as 1 percent of teenagers in cities like New York and
Miami, where the virus is prevalent, are already infected —1 per-
cent, 1 out of every 100 kids you would run into would have the
HIV virus now in some of those areas. That translates iuto an
enormous and expensive medical problem for our Nation until a
cure and a preventive vaccine can be developed.

In the meantime, the battle against the disease can only be won
if our children ure taught how to fight against further infection.
Indeed, the P esidential Commission on the HIV Epidemic has
stated. “The term ‘AIDS’ is obsolete. ‘HIV’ infection more correctly
defines the problem . . . Continued focus on the label ‘AIDS’ con-
tributes to the lack of understanding of the importance of HIV in-
fection as the more significant element for taking control of the
epilemic " Since education is still the most potent weapon we have
to control this epidem:c, we need education programs that provide
the facts about this discase. We need education programs that prc-
mote safe behaviors.

Most of all, we need edncation programs that work, and today
that is what we are trying to explore, what is working and what is
not, and how do we know.

Now, I want to do something a little unusual this morning. I do
not usually do this, but I am going to read from the report. I know
the report is available and the press people and all the 1est of you
can read it as wel! as I can, so there is no neea to read it. But I was
rereading some of it this morning, and it was so shocking that I
think it is wurthwhile to read this into the record and draw special
emphasis to it, so we realize what the risk is and what the situa-
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tion is with regard to trying to control the spread of this HIV virus
among our youvung people.

Let me just quote in part from this and, for those of you who
have copies of it, it is on page 10 of the report on school programs.
Starting out at the bottom:

. Yet the myth that there is no need to educate heterosexuals because the disease 1s
not spreading beyond homosexual or drug-using people persists, the Citizens com-
raission says This belief hinders adequate education efforts. s

Many teenagers engage 1n sexual behavior, such as unprotected intercourse or i
intercourse with two or more partners, that can transmit HIV. Data show that. :

1. Youth have sex at an early age—the average age of first intercourse is 16. The ;
Office of Technology Assessment reports that 78 percent of males and 63 percent of
females have sex while teenagers.

2 For many adolescents, sexual activity 1s frequent or often with more than one
partners. Among unmarried females 15 to 19 years old, about 40 percent reported
having sex once a week or more, and 51 percent reperted having two or more part- -
ners.

This is the age group 15 to 19 we are talking about.

An ¢ Ticial of a national organication serving youth said that adolescents interpret
a ""'ong-..rm monogamous relationship™ t. be une with their current lover that lasts
for several months

3 Much of teenagers’ sexual intercourse occurs without the protection of con-
doms Although estimates vary, studies we reviewed found that only about one-quar
ter of sexually active adolescents used condoms. Serial monogamy in combination
with the reluctance to use condoms with one's monogamous lover exposes youth to
the nisks associated with unprotected intercourse with multiple partners

Homosexual youth, particularly males, are f special concern as they have been
one of the high-nsk groups for HIV transmission in the United States. As youth,
these teens also search for their 1dentity and struggle to establish satisfying rela-
tionships, leading them, in some cases, to experiment with heterosexual affiliations
This places lesbian youth, who generally would bz in a low-nsk category, at height-
ened risk of infection Such exploration also serves as a possible link between homo-

sexual and heterosexual youth in the transmission of HIV.

" Thus, many teenagers are at risk of HIV infection through sexual contact The
gravity of the situation is indicated by the fact that young people have the highest
incidence of sexually transmitted disease (STD)—as it is called—in comparison with
other age categories.

Listen to this:

Nearly one-half of the 20 million STD patients are under age 25 About 235 ml-
lion teenagers contract a sexually transmitted disease annually. The incidence of
STD among minority youth 1s generally far higher than among their white counter
parts

Women who becume pregnant throagh unprotected sexual activities place not
only themselves, but also their unborn thildren, at nisk of HIV infection, as the
virus van be transmitteu perinatally. Ten percent of teenage womer hecome preg
nant every year, and 10 percent of U S. teens will becorae pregnant at least once
befire age 20, the Guttmacher Institute reports. There are 1 million teen pregnan
c1es each year.

I guess the answer to that is you do not just say “don’t,” because
that 1s not going to work. But I found those figures really shocking.

- As I say, | think I zm pretty well up on things and keep in touch
with the kids and all, but that kind of stuff shocks me and there
just is no way around it. We have a bit of a problem, it is a nation-
al problem and i* is one we are trying to address here today.

v 1 do not want to go on. We are here to hear our witnesses, not
me today, but [ found that shocking enough that I thought it was
good to dru~ special emphasis to it this morning.

One of our Committee members who has repeatedly expressed a
very, very major interest in issues related to kids and our young
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people and how we can improve their lot and do things here at the
Federal level where we address problems that are national is Sena-
tor Kohl. He has been aciive in looking into these different areas
and supporting our efforts in that area. He has another hearing
this morning he has to go to and preside vver, at 11 o’clock, so he
could not preside over the whole hearing this merning. But he will
be taking the lead in some of these areas and I am particularly
grateful for his help and for the wonderful work that he is doing in
this area. I am glad he can be here at least for the first hour or so
of the hearing this morning, and he will be taking the lead in a lot
of these areas for the committee in the tuture.
Senator Kohl.

OPENING STATEMENT OF SENATOR KOHL

Senator KoHL. Thank you very much, Mr. Chairman.

There is no questivn among experts that AIDS is the most dire
public health crisis facing our country today. Over 120,000 Ameri-
cans have already been diagnosed with the disease and, of these,
over 70,000 have died.

It is estimated that more than 1 million people in our country
are HIV infected. There are very many who are not learning about
AIDS. They are not being taught to avoid the behavior that leads
to HIV infection, nor are they learning how to deal compassionate-
ly with persons with AIDS. Without adequete education, two things
happen. Kids continue to believe they are immune 1rom this dis-
ease and misunderstanding and prejudice are allowed 5 fester.

The GAO reports that one-third of America’s schools are not pro-
viding AIDS education. The GAO also reports that many of the
schools that do provide AIDS education are not doing enough.
Many students only learn about AIDS once in the Tth or 8th grade,
when they are low risk of infectica.

In my own State of Wisconsin, the only money being spent on in-
school education is $246,000 of Federal m.oney allocated by the
CDC. This effort is grossly under-funded. Recent legislation passed
by the State Legislature would have required students to take at
least two comprehensive AIDS education programs, but this legisla-
tion was vetoed. Tha rationale was leck of funds, not the expense
to society caused by an increasing number of kids coming down
with AIDS.

As tough as it is to get the message to kids in the classroom, it is
infinitely more difficult to reach kids on the street and they are at
incredible risk. A report released just 2 weeks ago by the Wisconsin
Division of Health stat:d that 1 in 500 Wisconsin resiaents became
infected with the HIV virus in the 1980’s. In the next decade, be-
tween 9,300 and 14,000 more will become infected. Kids on the
street are easy targets for both the pusher and tk.e pimp, and if we
cannot find a way to reach out to these ycung people, we will be
writing a lot of death sentences.

Part of what we hope to learn here today is what is being done
right. It seems important that, if we are going to stem the spread
of this disease in both high school and out of-school populations, we
need a sense of what is happening in those kids’ lives and what
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their needs are, then we have 1o match our resources with these
needs.

One of the things that strikes me is how different it is to be a kid
growing up in the 1990’s. I did not have to worry about AIDS or
drugs or street crime. I could just be a kid and have fun, and
sooner or later start taking responsibility for a life full of hope and
bright prospects. If I screwed up—which I want to assure the
Chairman I never did—it was not a life or death sentence, it was
just part of growing up and I could learn from my mistakes and
move on. The stakes for that screw-up {oday are much highet.

With dangers like AIDS, ignorance kills. Getting the word out tc
today’s young people is a special challenge and I hope some of our
;vitnesses can shed some lighc on the best ways to face that chal
enge.

So, I thank the Chairman for his leadership on this critical issue
and look forward to hearing from our witnesses.

Chairman GLENN. Thank you, Senator Kchl.

Senator Heinz, any comments?

OPENING STATEMENT OF SENATOR HEINZ

Senator Heinz. Just briefly, Mr. Chairman.

First, it was my hope to spend a fair amount of time here this
morning, but I have two other hearings, both starting at 10:00. I
did want to come by to commend you for conducting this hearing,
Mr. Chairman, on AIDS prevention and education, activities. And,
I agree with Senator Kohl, on the need to be directed more than
ever before at our young people. I think Senator Kohl was extreme-
ly eloquent about the costs of being wrong today.

Twenty or 30 years ago, if you made a mistake, the cost was not
fatal. Today, life literally depends on avoiding mistakes. Qutside of
the research laboratory, education and counseling on HIV is our
best line of defense to combat the growing AIDS HIV epidemic. I
for one see absolutely no alternative .o early intervention with
education as a means of helping control the spread of HIV infec-
*ion. I particularly want to commend and applaud the Centers for
Disease Control for their efforts in this area.

] say that, because the Centers for Disease control has developed
a range of HIV risk assessment prevention activities, including ef-
forts targeted to school- and college-age youth. I hope, indeed I an-
ticipate that today’s hearing is going to illustrate tha’ more must
be done to strengthen HIV education and preventio.. outreach for
our youth.

An effective cure for AIDS, in spite of newspaper articles that
might lead you to conclude, is out of our immediate grasp. Motwith.
standing the possibility at some futuire time of perhaps a vaccine,
that is not where we are today, let alone any place close to a cure.
As long as people do not delude theriselves into believing there is
some immediate magic technological, biologicul fix just over the ho-
rizon, then I think we should focus und will focus correctly on the
prevention, education, and outreach that is necessary and a sound
investment.

Mr. Chairman, I look forward to working with you, Senator
Kohl, other members of this Ccmmittec, the administration, and
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the CDC, to make sure that we improve insofar as we can and full
support our current endeavors and efforts to reach this ver{ vui-
nerabje segment of our population, namely, our younger peopie.

Thank you, Mr. Chairman.

Chairman GLENN. Thank you, Senator Heinz.

We will proceed. Wa do have quite a witness list this morning. I
hope we have not overstepped ourselves in trying to do teo much
this morning with too many witnesses. I think we have eight or
nine to appear and some of them have one or two people accompa-
nying them, so we are going to have to move right along this morn-
ing.

Our first panel, Mr. Mark V. Nadel, Associate Director, National
and Public Health Issues of GAO; accomparied by Ms. Terun: Ro-
sengren, Evaluator-in-Charge of the Boslon Regional Offics of
GAO; and Mr. Martin Landry, Evaluator-in-Charge of the Ati.nta
Regional Office of GAO.

Mr. Nadel, we look forward o your testimony. As I said earlier,
in reading that GAO report this morning, I was rather shocked at
what you have found just with regard tu behavioral matters which
indicat:s, even emphasizes how difficult it is going to be to deal
with this whole thing.

We appreciate your testimony.

TESTIMONY OF MARK V. NADEL, ASSOCIATE DIRECTOR, NATION-
AL AND PUBLIC HEALTH ISSUES, U.S. GENERAL ACCOUNTING
OFFICE,! ACCOMPANIED BY TERUNI ROSENGREN, EVALUA-
TOR-IN-CI'ARGE, EOSTON REGIONAL OFFICE, AND MARTIN
LANDRY. EVALUATOR-IN.-CHARGE, ATLANTA REGIONAL
OFFICE

Mr. NapeL. Mr. Chairman and members of the Committee, I am
pieased to be here tod1iy to discuss our review of education pro-
grams for youth designed to limit the spread of HIV infect’on.
A'DS education generally refers to programs to provide young
reo(fle with the knowledge and skill to avoid high-risk behavior
eading to HIV infection.

We focused oar work on programs sponsored by CDC. In 1990,
CDC allocated $438 million of its fiscal year budget for all AIDS
programs. As shown in the chart,? about half of these funds were
used for prevention activities such as counseling and testin and
health education and risk reduction. About 10 percent of éDC’s
overall AIDS funding was targeted specifically for youth education
activities, which 1s the subject of my testimony today These activi-
ties are generally run by State and local agencies which receive
CDC funding. .

I will be summarizing our findings very briefly, Mr. Chairmau,
because I know time is tight.

While American teenagers have received essential information
on how to minimize the risk of becoming infected, we found that
there still are gaps in the provision of AIDS education.

With regard to the programs for kids in school, I would like to
make four points. First, while AIDS education is offered in two-

1See p 47 for Mr Nadel's prepared statement.
*Seep 51
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thirds of the Nation’s school districts, smaller districts are much
less like'y to offer it. Second, AIDS education is vsually not previd-
ed at the upper-grade levels where the nee. may be greatest. CDC
has recommended that students at every grade leve?rfeceive age-
appropriate AIDS education. However, cnly 5 percent of school dis-
tricts did so. Coverage has been most extensive in the middle
grades, roughly grades 7 through 10, and much less so 1n the upper
grades.

As our chart shows, only 15 percent of school districts Erovided
AIDS education in the 11th and 12th grades. This . troubiesome.

use, as you pointed out earlier, sexual activity is likely to in-
crease at these grade levels.

Third, essential data needed for planning and evzluation are ‘n-
adequate. For programs to set priorities, evaluate success and im-
prove operations, they must collect data based on students’ HIV
knowledge, beliefs and sexual and drug behaviors. However, over
80 nercent of the recipients of CDC funds did not collect this infor-
mation in an effective manner

Finally, there is i. sufficient teacher training in most schoo! dis-
tricts. We have made a number of recommendations to the Secre-
tary of Health and Human Services. Ger-=rally, we have recom-
mended that CDC be required to provide more guidance and leader-
ship to local education agencies for the provisicn of HIV education
ip the upper grades ana in smaller scgool districts, to overcome
barriers to the collection of essent;x! information, and to develop
guidelines for teacher training.

Now I would like to turn to the status of HIV education for out-
of-school youth who, ¢= you pointed cut, are at higher risk because
of their sexual and drug use behaviors. Providing AIDS education
to this population is especialfy difficult, because they are hard to
reach and resistant to prevention messages.

CDC’s Division of Adolescent and School Health, which I shall
refer to as DASH, has the lead responsikility for out-of-school
youth, as well as for in-schoul youth, but we foun« that DASH has
been slow to address the AIDS education ne~ds of the out-of-school
Fopulation,

tate and local education agencies who are the primary recipi-
ents of DASH funding are not geared to serving out-of-school
youth Because they lack experience with out-uf-school youth and
the organizations serving them, few of the education departments
targeted them for any AIDS education services.

DASH also funded six national organizations whose programs in-
cluded ouv* »f:school youth, and these organizations received almost
six percent of the division’s furds for all youth AIDS education.

Because their efforts did not effectively serve out-of-school youth,
DBASH plans to fund six local health dyepartments or other local
agencies to serve as focal points. These desigi.ated agencies will co-
oidinate comprehensive community services, including AIDS edu-
cation in high incidence cities.

However, another center in CDC, the Center for Prevention Serv-
ices, already funds similar prevention programs in the same agen-
cies We believe these programs potentially duplicate DASH's
planned initiative to fund health departments to target out-of-
school youth Considering the urgent need to reach these high-risk
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youth, we recommend that CDC consider concentrating its efforts
where the system is already in place to reach this population,
rather than waiting to develop a new initiative. -

This concludes the summary of my statement, Mr. Chairman. I
would be happy to answer any questions from the Committee.

Chairman GLENN. Fine. Thank you very much.

Why not the 11th and 12th grades? Why does education fall off .
there? There must be some reason for this. That is obviously one of
the periods of highest risk. Why is there less attention given? Is
the idea that if you get them in the 7th, 8th, 9th and 10th, grades
you have set the patterns that will then follow later on? It just
seems to be irrational not to concentrate in the two top years of
high school, when I would hink sexual activity is probably going to
be the very highest.

Mr. NADEL. It seems to be a matter of curricular considerations,
Mr Chairman. AIDS education is usually provided in the context
of health educaticn cuurses and these health education courses are
most usually given in the junior high and early high schuol years.
When there is no more health education, there appears to be no
more AIDS education.

Secondly, educators have told us that there is already a very
crowded school curricular and they find it difficult to shoehorn
AIDS education in beyond the context of health education courses.

Chairman GLENN. Well, J can appreciate that we have got a full
curriculum, but we are going to have some full graveyards out
there, too, if we do not do something about this, unless we can find
a better solution to the problem than we have so far.

In the spring of 1988, CDC ascisted 24 States who agreed to ad-
minister a survey of students’ knowledge, behavior and beliefs. Of
those 24 States, only four used the survey questions that developed
baseline data about students’ behaviors that may result in HIV in-
fection The other 20 States just used the questions going to stu-
dents’ knowledge and beliefs about HIV. How could we best break
down this resistance to learning about students’ sexual or drug use
behaviors? Do you have any thoughts on that?

Mr. NapeL. I think the first thing we need to do is to more care-
fully identify what those behaviors are. We think we know what
some of them are, reaction in scme communities against the sensi-
tive nature of surveys probing students’ sexual behaviors, fear in
some school districts about publicity showing a very high propor-
tion of their students use drugs or engaging in sex, premarital sex.
so there are those kinds of concerns and there may be others.

The first thing is to identify, and once you identify them, to try
to break down those barriers. Some of the things that might be
done are to go to those school districts which have been succes;sful
in having surveys which complstely surveyed the KBB's and find
out what they did right, how did they overcome potential communi- .
ty opposition. Another possibility is to try to allay the fears of
school districts and schools who do not want publicity, as I said.
Perhaps the data could be confidential and only aggregated for
public consumption at the State level, so ro district o~ school needs .
to feel that it is vulnerable to criticism by parents.

There are probably more ways and I think CDC could well ad-

dress means to break aown these barriers.
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I should add, Mr. Chairman, that the barriers, of course, that the
barriers are not only at the local school district. There has been
considerable opposition here in Washington to attempts Lo have
surveys which ask people about their sexuai behaviors.

Chairman GLenNN. Well, that is all very titillating. We all
giggle when we discuss these issues. Too many people do. It is nice
that we all sit around thinking that our sons and daughters are out
there being nice pure sons and daughters, except the statistics, if
these things are even half-way correct that I read into the record
earlier, show what the kids are actually doing.

Mr. NapEeL. That is co1vect, Mr. Chairman.

Chairman GLENN. I caanot change that and we cannot pass a
law that chanrges that, and parents cannot reallv control that, so
the next best thing is to try, it seems to me, to get the information
so that at least we can address this, and I would !.ope that people
would start cooperating. We just want to take a head-in-thesand
approach that we will not deal with this, because we do not want
to think about our daughter getting pregnant, we do not want to
think about our son being a father at the age of 15 or 16. So we
Just put our heads in the sand and say no, it will all go away some-
how. Yet, while they are doing this and becoming fathers and
mothers at an earlier age, that is 2nough of a problem in itself.
They are going to kill themselves, too often, with the spread of
AIDS and that is what we are trying to prevent.

\Zle are going by the >minute rule this morning here. Senator
Kohl.

Senator KouL. Tha'ik you, Mr. Chairman.

Mr. Nadel would -ou agree that, in many instances, the reason
that schools are . . providing AIDS education or providing only to
the 7th and &th graders, it is because of sume general discomfort
from a political perspective with the wnole issue of sex education?
And to the extent that these problems are real, what specific types
of things should we be doing through cooperative agreements that
can facilitate education at the local level?

Mr Naper. I would like Mr. Landry to address that, because I
know he has given this a lot of thought.

Mr LANDRY. Yes, Senator, I think there may be some areas of
the country where there is more reluctance to deal with this issue
than in others. I think one thing types of hearings like this help
bring out is to impress upun people the importance of educating
their children.

For example, some children may be from rural areas whose
school systems m2:. not think they need AIDS education. They
need to think ahead that many of those children will be moving
from rural areas to urban areas, where there is a much greater
chance of getting the virus, and those children need to have the in-
formation and be aware of the risk factors that they will have to
deal with n those more urban environments.

Senato~ {oHL. So, are you saying there is a level of discomfort
with the discussion of AIDS and sex at the school level?

Mr. LaNDRyY. Yes, Senator, very much so, there is in some loca-
tions.

Mr NaperL We also found, Senator, we reported on the results of
the Guttmacher survey of what is actually taught, that the more
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sensitive and explicit the topic, as sne might expect. the less cover-
age there is in the classroom. There might be, you know, general
discussions of the use of condoms, but once you get to more specific
issues regarding the use of condoms, both classroom coverage as
well as teacher training tends to drop off, so we think that is due
to the sensitivity of the subjects.

Senator KoHL. All right. On the issue of data and research on
the kids’ knowledge, behaviors and beliefs, on the one hand, we say
we have a crisis, an epidemic, so we need to respond to that imme-
diately. On the sther hand, we seem to be saying also that, in order
to make most effective use of our limited resources, we have to get
better information on the kids. So, how dc we balance these two
things? And how many variations of the message really are there?
Carn we not design a model curriculum that touches all the bases
and is still targeted to those kids in an appropriate fashion?

Mr. NapEL. Senator, that is why we called for some greater ef-
forts for CDC to exert more Federal leadership. It may be that
there is a model curriculum. CDC has given guidance on generally
the kinds of subjects to be covered and also has given guidance on
the kind of survey that should be used, but perhaps there needs to
be more emphasis on the fact that school districts do not have to
reinvent the wheel and perhaps there should be more of a push for
a model curriculum.

I know there is some resistance to Washington prescribing what
the States should teach, but given the urgency of this problem, per-
haps people could put those kinds of considerations aside for the
moment and work together to see whether a single model curricu-
lum is the way to go.

Senator KoHL. Okay. Just one other brief question, to get back to
my first original question. There are what, many, many school dis-
tricts in this country that refuse or simply will not teach education
on AIDS and AIDS prevention and AIDS spread, for politica! rea-
sons, sensitivity reasons, whatever, head-in-the-sand reasons?

Mr LANbDRY. Senator, we found about 27 percent of the school
districts in the country do not teach AIDS education in their
formal curriculum. We do not know exactly the specific numbers of
those 2 ho do not do it for the reasons you mentioned, although it
is 27 percent of the nationwide school districts who do not provide
that education. Primarily, those tend to be the smaller school dis-
tricts in the country.

Senator KoHL. Yes, I understood that is the statistics, but wouid
you surmise that the biggest reason is the political sensitivity rea-
sons?

Mr NabeL. I do not know that we have a basis for knowing spe-
cifically for what rea:. ns.

Mr. Lanpry. I think there are three or four reasons, Senator.
One, of course, what you have mentioned. Some school districts
have low incidence of AIDS and they do not see the necessity for
dealing with that issue. Others do not have resources, they may
want to but they do not have the resources to implement those pro-
grams Finally, as we mentioned earlier, the crowded curriculum
just tend to squeeze AIDS education out as a priority matter. We
just cannot categorize those in any more detail.

Senator KoHL. Thank you, Mr. Chairman.
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Chairman GLeNN. Thank you, Senator Kohl.

I think we go back to square one on this and I do not know
whether this was in the scope of your investigation or not. I think
it was. Are schools the answer, or do we need another approach?
We talk about tr.ining and education as though automatically the
schools are the place where we zre going to solve this, if we are
going to solve it. I wonder if we need to consider other apPyoac.les.

In your study did you tulk directly to any of the kids who had
changed their behavior and find out why they changed their behuv-
ior; was 't because of a role model cr something they saw on TV, or
was it from a teacher in schooi that put forward sometking or
showed them charts or pictures o1 gave them the statistics that
made them realize they had better shape up and change their be-
havior or they are going to kill themselves?

Did you talk to any of the kids to find out what had worked and
what had not, up to now, at least? We re 4 years into this pro-
gram. It took a long while to get going, w. know that, but we are 4
years into it and there should be at least the first glimmerings of
some experience level with these programs. What is working, what
is not, and why?

Mr. NapeL. The unfortunate answe: is that we do not have a
real good handle on what is working and why. NIMH and NIDA
are doing a major study now of how t¢ change behaviors, but that
is an ongoing effort and I do not think they have any results. Qur

taff did visit some classrooms wliere AIDS education was going on,
but as to whether we interviewed kids, let me defer to my col-
leagues.

Teruni?

Ms. RosENGREN. Well, in addition to providiag HIV education in
the school system, you also have to provide the same education at,
the community level. There are lots of different approaches that
can attract their attention. You can use music celebrities and film
celebrities, you can use peer educators, you can use outreach work-
ers. Those are cther xinds of methods that can effectively reach
these kids in school, as well as out of school youth.

Chairman GLENN. We will have some examples a little bit later
when we have some of the students put on a demonstration of what
they have used to get the attention of their peers. I do not know
whether things like that are working or not. We will talk to them
when they gel here.

Mr. NADEL. Senator, one of the frustrations about the lack of
generalizable surveys and the lack of surveys which actually ask
about sexual behavior is that not having such surveys, you have
much less idea of what does work, which is why we emphasize the
importance of collecting this information.

Chairman GLENN. Were surveys of the young people themselves
part of your study?

Mr. NapEL. No, it was not.

Chairman GLENN. It was not. Is that the fertile field we should
look into and does GAO want to take that on as a different study?
Well, we can approach that later on. I am getting ahead of myself.

MI&IIII)?\DEL. On that one, I thirk I would like to defer to NIMH
an- .
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Chairman GLENN. And Mr. powsher. That is all I have right
now. Thank you very much. We may want to get back to you with
some additional questions from other members when we review the
other testimony here today. ./e appreciate your work on this.

I thought that one page of one of the reports was particularly
worth reading intc the record because it defines what the actual
behavioral patterns are right now in this regard. It is an eaormsus
program and an enormous problem, and we look ferward to work-
ing with you on this in the future.

Mr. NapiL. Thank you, Mr. Chairman.

Chairman GreNN. 'The second panel, Ms. Delores DuVall,
Warren Easton High School teacher, of New Qrlenns Putlic School
District, New Orleans, Iouisiana; Mr. David Kamens, Peer Fduca-
tor, Washington, D.C; Ms. Wanda Wigfall Witliams, C:n.er for
Population Options, ¢f Washington, D.C., and she will be intraduc-
ing at some point Mr. Brian Bess, a peer educator that I referred to
a moment ago, at Ballou High School in Washington, D.C., and Mr.
Rahim Jones, another peer educator at Ballc. High School.

Ms. DuVall, we welcome you this morning and appre~iate your
bringing the other people along with you this morning.

TESTIMONY OFf DELORES K. Duv:LL. TEACHER, WARREN
EASTON HIGH SCHOOL, NEW ORLEANS PUBLIC SCHQOL DIS-
TRICT, NEW ORLEANS, LA

Ms. DuVaLL. Well, I reaily did not, I just brought myself, but I
am glad they are all here.

[ am very delighted to he here, certainly, because I really do
have a lot to say and I guess it ;s really nic. that I can vocalize
about a hundred words a minuts, so I quess I will be able to impart
a lot of information.

I do not really want to spend any time going over figures. I think
everyon2 here is aware of the statistics. But what I would like to
get down to and what I think is probably one of the most impor-
tant areas is how do we reach our children, how do we make them
believe the things tha we are trying to impart to them.

One of tiie questions that you asked is what am I doing, am I
getting this information across, is it working, and if it is not, why
is it not. Well, I am really pleased to say I think, in my particular
school district in Louisiana, in New C .eans, it is working. Maybe I
am tooting my own horn, but I do believe in this program. I think
probably that is one of the first points.

I must agree that I think more teacher education is neceded in
this area. It is really easy for us to sit in the classroom and have
this data and get all the information that v- eed concerning
AIDS and say, yes, this is what happens with Hiv and this is how
we should prevent this and this is how it is contacted and this is
how it is passed on. Rut then i a teacher gets into a classroom and
he or sne is not comfortable telling the students this, the kids read
this, they see that, “Ah, this is B.S,, because its an adult telling it,
but do they believe what they're saying.” I think we have to make

1 3ee p. 63 for Ma. DuVail's prepared statement.
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thern believers, we have to become actors and actresses and we
have to make sure the point hits home.

[ would like tc think that I do that in iny classes. Some of the
methods I use—wc gave a play last year, my students wrote this
play, after having ali of the instructions on AIDS and HIV, on pre-
vention and all of the other aspects we talk about. They gave the
play, wrote the script, and performed it in front of our entire
school body. This way, we were reaching everyone. We touched all
of the students from 9th grade to 12th grade.

Of course, as with GAO, they found that, in Louisiana, students
are only allowed to take 2 years or only required to take 2 years of
physical education, which is the area health is taught and that is
usually in the 9th and 10th grades. Again coming back to what Mr.
Kohl said, we lose the 11th and 12th graders. I do not know why
we feel those students do not need this.

We also lose some of our students because we are giving them a
choice now of taking ROTC, instead of health and physical educa-
tion, so they may not get any teachings or training at all.

My program is to touch everyone in Warren Easton, everyone in
our school and everyone in the city, and I think I do that fairly
well. The play we put on touched on all aspects of premarital sex,
it talked about S7D’s, it talked about unwanted pregnancies, and
we performed this ‘or all of our students. We have the video tape
in our library, we also have other schools that borrow the tape. So,
kind of coming in the backdoor, I am getting a lot of information
out.

[ hold poster contests once a year. The students draw some very
graphic posters. I think part of what we have to understand is, we
have got to get out of this “bible belt” kind of thinking. Religion is
great and we love it, we love God, but how do we deal, how do we
talk to these children? We have to be straight up-front, we have to
be honest with them, and if a child draws a poster for me and he
shows someone having sex, what can I say except, “ is that how
you see this?” “yes”, this is what it is. I have to accept that but we
can do this with taste, the students are giving a message and these
posters have a message.

We have our poster contest, they put posters all over. After the
posters are made and presented, and the best chosen, every class-
room ‘a our school puts one in their room. I flood our school with
nosters.

Speaking about information on AIDS, [ have posters in Spanish,
i have them in Vietnamese, I have had them made because our
school body envelops that portion of vur society. We have quite a
multi-racial environment.

Besides that, we have put on puppet shows, where the students
write their cwn scripts, make their puppets and act out their
scripts Then they go around to the classrooms to perfcrm this.
What I do is I put out a list, the teachers sign up, “yes, Ms.
DuVall, come to our class on third period with your children to
periorm,” and we have done this and we visit every classroom.

I am really proud to say that I think the students at Warren
Easton are very knowledgeable. We have taken part i1 many of the
surveys, in fact, every survey that comes around I insist that we
take part in. My students are very willing to do this.
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Of course, not only being on the Drug-Free Schools Committee in
New Orleans and on the Writing Committee for AIDS in Louisiana,
I think I have had quite an impact.

I think what we need to do, one of the——

Chairman GLENN. If I could interrupt for just a moment, you say
you participate fully in the surveys. Have you seen, as a result of
your activities, a change in activity and——

Ms. DuVaLL. Yes.

Chairman GLENN [continuing]. And do you have any data to back
up the effectiveness of it?

Ms. DuVaLr. Not hard data, other than just verbally talking
with my students and what I have observed. I can tell you that we
have fewer pregnancies in my school. Fewer children seem to be
contacting STD’s and, believe me, I get the word. It seems any time
a kid has a problem, they come to me, they come to Ms. DuVall
and say, “Ms. DuVall, what am I going to do, this is what’s happen-
ing to me, I've got these red bumps all over me, what can I do.”
You know, they come to me with these kinds of things. Students I
do not even have in my classes, but they know what I am about
and they know that I am very candid and I am very blunt and I
am very frank and I am not phoney—and I use scare tactics.

Maybe it is my old military training, but I believe if that is the
only way we can get to them, scare the hell out of them, let me
scare them, you know, make them believe what I am saying. That
is—when you are dead, you are dead, if you contact AIDS, it is
over. There is no cure, they know this, you had better believe it, do
not put yourself outside saying this cannot happen to me—(famous
last words), and we are all aware of that, I think.

I have students coming to me. I have even had them come to me
and tell me when they have had their first sexual experience. You
know, sometimes I feel like I want to punch them out, but I ask,
“didn’t you learn anything in my classes? What are you doing?

Now, we have a State law that is really kind of strange. First of
all, they do not want us to even show contraceptives or condoms or
anything like that. I do it anyhow. I may lose my job if they see
this, but I do, because I think it is necessary. I show our kids, our
young men, how to properly put on a condom. Surprising enough,
some of them de¢ not know. Teens feel “Oh, I know what this is
ibout" How do they know what this ic about? They think they

now.

So, I think pert of what our teachers have to do and I think some
of the problem< that we find, are so many of our teachers are not
comfortable teaching this subject and are not teaching so it hits
home, not teaching about behavior and how it is necessary that we
must change how we act, how we behave, and what we do.

My students know that when they are in high school, they do
more dating during those four years than they will do their entire
lives I tell them, you cannot go to bed every time you fall in love.
You are going to fall in love 15 times in these 4 years and every
time it is devastating. Students think, Oh, this is the last time, this
is it for me, and then 2 months later it is all over and they’re are
in love all over again.

Look on their books and what do you see? They draw the little
hearts and the hearts say “Dolores DuVall” and my boyfriend’s

9
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name is Henry—Mrs. Henry, Ms. Henry Brown, Mrs. H.J. Brown—
all kinds of things that let us know how much in love we are. I
show this to them, “look at your books,” and they get really tickled
when they see this, because they know I am telling them the truth.

We must have more teachers who are more willing to be candid,
I think, to be up-front, to be stark about it. You know, we can
spout out figures, we can give numbers, but let us face it, that be-
comes boring. We listen to it. That is not what w want it to be.
We do not want to be boring, because that goes in on. ar and out
the other. We must hit horne. We have to know that figures mean
nothing to these kids.

In New Orleans, we have the French Quarter, we know we have
a great many street children who are at high risk and who are in
true danger, but thankfully we do have programs that are in oper-
ation to try to get a hold of these kids. I do not know how fully
successful these are. I do not think they are as successful as they
could be because I am almost at a point—I do rot - .ant to say that
those students, those young peopie are lost to us, but they certainly
are the hardest hit. They are the hardest ones to reach, because
they have become so street wise. They think they know everything.
You cannot tell them anything. “I know what this is, I am doing
this because I have to live, I have to have food, I have to have a
place to live, so I am going to—if it means selling a little sex, so
what?” You see, they still do not think about the possibility of con-
tracting AIDS.

How we are going to address that problem, I do not know. I
think we need to go back to what we are doing in our homes. I
think we nave lost our family life and I think, above all else, that
is the beginning. It is nct family any more. We are all so busy into
“my thing,” that we no longer are into “our thing,”and I think
that makes the difference.

We have kids who never see their mothers, single families who
come home and kids raising themselves. The mother brings a boy-
friend home for tF : weekend and he stays for the weekend. I try to
make parents understand, they are sending out a message and that
message is that it is all right to have sex without being married,
you know, we have to understand that the marriage institution is
still the basis of this Nation, and without it we do not have any-
thing We are going to have problems like this and the AIDS epi-
demic is going to get larger, it is going to get worse and we are
going to lose more children.

As the GAO office said, which is very true, is that people who
are contacting or who are showing AIDS now are people who have
contacted the virus years ago. They did not know it. So, kids think
that if it is not right here under my nose, it is not going to happen.
They do not see down the road. They do not see that in another 5
years, how devastating this could be.

There is a film that I show my kids called, and it was televised,
called “Susie’s Story,” which I think gave a very excellent ans\-er
addressing this, about a young lady who got married after she had
had an affair, prior to her marriage, then she falls in love, she gets
married, she has a child and now she discovers she has AIDS and
has passed it on to her son. How devastating this is.

ot
ur

L ezt

At v £

SO P

3

LA
"4 enne ¢

Mo e

A o et

Varre




16

ngain, like I said, the numbers are astronomical. We teach a lot
of children in New Orleans. I think that AIDS needs to be taught
in the lower grades. Right new it is only taught in the Tth through
10th grade, that is our State law. We know for a fact that there are
children below the 7Tth grade who are sexually active, either by
choice or whether this has been put on them—we know that child
abuse and the sexual abuse of youngsters is probably higher today
than it has ever been—but we have children and you would be sur-
prised to listen to the things they talk about, the things they think
they know.

I think what we need to do is have more education at an earlier
age, definitely, and I think somewhere along the line we had better
start pushing the family. We had better start pushing what it is to
have a mcther and a father in the house, and we must also under-
stand, as they say, the family that prays together stays together.
You know, those things seem to be lost to us any more. Like I have
said, we had better start doing “our thing,” instead of just “my
thing.”

Thank you.

Chairman GLENN. Thank you, Ms. DuVall.

I think we will question as we go along with this panel.

Senator Kohl, do you want to Jead off?

Senator KoHL. Thank you.

Ms. DuVall, first, obviously we need to commend you on the
great job you are doing. I would like to ask you this question. In
view of your success, what is it that others are not doing that they
should do, other teachers are not doing that they should do to emu-
late what you are doing? Why are you more successful, in yov.
judgment, than many others?

Ms. DuVaLL. I think probably because, first of all, I really love
what I am doing and I see the necessity and I am not uncomfort-
able teaching this. I am very comfortable with teaching sex educa-
tion.

Of course, you know, in Louisiana, being one of the southern
States—and I am not putting down any southern States, so do not
throw shoes at me or anything—we do have this “we don’t ta.
about these things,” and so a lot of teachers, I think in the South,
particularly those that were born and raised there, were brought
up with that idea, we do not think about these things, subsequent-
ly, they are very uncomfortable teaching sex education. So, I think
that we need more intensive teacher training, not only on just the
facts, but how to impart this information. I think that we need
more than those couple of hours of workshops that we have. It tells
us nothing. We need teachers, we need to let them know that they
have to begin to feel comfortable and be able to honestly say to a
kid, “Hey, you can’t go to bed with everybody you see, and if you
do, if that is your problem, this is”"—I almost souni like “Good
Morning, Vietnam’ —they need to learn how to share this informa-
tion and bring it down to the point where the kids believe what we
are saying, and not read it from a sheet.

Senator ¥YoHL. How would you describe your level of commit-
ment to w..at you are doing?
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Ms. DuVaLL. Absolutely total. I cannot say anything~else, I do,
gec_:ause I think it is important. It is disgusting to see our children

lying.

Senator Koni. How would you describe your sense of urgency
with respect to what you are doing?

Ms. DuVaLL. It is most urgent. We are losing far too many of our
students. We are not only losing them to diseases, but if they are
nct where we can put our hands on them, where we can give them
something, then they are really lest. The child that is on the street,
he is hard to get informatiion to.

Senator KoHL. Sn, you are a person whom you would describe as
totally ccramitted o success in your job-——

Ms. DuVaLL. Oh, absolutely.

Senrtor KoHL. And you feel that it is a job of the greatest urgen-
cy.

Ms. DuVaLL. Yes, I do. T cou!d have had an administrative posi-
tion, but never, I'm needed in ths classroom.

Senator KoHL. You approach it in that kind of .anner, obvious-
ly, and commit yourself to it.

Ms. DuVaLL. Yes, I do.

Senator KoHL. It has a lot to do with your success?

Ms. DuVaLL. Yes, it does. The students read this and they under-
stand and they respond to that, yes, they do.

Senator Konr. Thank you, Mr. Chairman.

Chairman GLENN. Thank you.

Ms. DuVall, are there other approaches besides school that may
be part of a community program, or do you think the school is the
most effective way of doing this? And you may be prejudiced be-
cause you are part of that particular system, hut are there other
things that can be done also?

Ms. DuVaLL. Yes, I do think there are other things. In fact, I
have done other things, such as, going to churches with informa-
tion, with films, going to the pastor or the priest or whomever and
saying, “Hey, may I come in one night when you're having one of
your meetings, can I come in and can I shew you this, can we talk
about this.” But there reeds to be more of me %o get into those
communities.

We have so many communities in New Orleans that are sc
treacherous, and it seems not only New Otileans, but all over,
where people arc just afraid to go into these commur.ities because
of the crime rate, which is so very high. We aave a hard time
reaching those people. We have a hard time gatting into those
areas. Even if you get someone to say yes, I will let you use this
building, you can come in and you can talk, what is the number of
people that you get attending? Very small.

Chairman GLENN. What kind of feedback do you get from the
parents of the students? Do they react favorebly, generally? I can
Just hear some of the comments, when you are teaching the boys
and showing them how to put condoms on.

Ms. DuVaLL. Right.

Chairman GLENN. That is an incitement tc go use them. I can
just hear the commen:s from some people in the community. What
reacti(in do you get from the paret.is?
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Ms. DuVaLL. Surprisingly, not that. I have found overwhelming-
ly with my school that my parents are in total agreement with
what I am doing. They say to me, “Ms. DuVall, you were right, we
need more teachers like you, yes, please. I don’. know what I'm
going to do with Johnny, I'm glad you’re here to do it,” and so they
really do. I can honestly say I have had no negative feedback what-
soever.

Chairman GLENN. My name being what it is, can you make that
Frank, instead of Johnny? [Laughter.]

Well, thank you very much. We will go on to the other witnesses
here this morning.

Mr. David Kamens, Peer Educator, Washington, DC.

David, go ahead.

TESTIMONY OF DAVID KAMENS, PEER EDUCATOR,
WASHINGTON, DC

Mr. Kamens. Thank you.

Putting AIDS and HIV behind us—well, we cannot do that and i
cannot do that. In July 1988, a month after my 18th birthday, I
was diagnosed with AIDS and it was something that I did not think
would happen to me.

Chairman GLENN. Do you have HIV now or do you actually have
AILS now?

Mr. KaMmens. I was diagnosed with CMV, cytomegalovirus, which
is an AIDS opportu~istic infection. At the time, I was very sick and
I had come from a pretty sad state of despair, but 1 am doing well
now.

At any rate, I travel all over the country speaking to peers;
speaking to parents; working with doctors, nurses, and lawyers;
and trying to help people understund how HIV relates to them and
tlﬁe importance for people to begin to understand and talk about
this.

I think the most effective education we have is peer education. I
think it needs to happen within the peer group. We talk about peer
pressure, this awful negative force that drives kids to sex and
drugs and all sorts of things, but I really believe that peer support
can be the niost powerful, nurturing, educating force that we have
and [ would like to use that, and I have seen some model peer edu-
cation programs.

I grew up in Arlington, Virginia. I went to Yorktown High
School here.

I think the hardest group for me to work with are parents. I
spoke in front of a PTA a little while ago in the DC. area and the
parents were angry. They were outraged. They said, “David, why
can’t you jusi say no? That’s what we want you to say.” I do not
believe I can say that. I do not believe that is realistic.

Growing up 1s a trial and error process and kids experiment. I
experimented. | became sexually active when I was 15 and I looked
around me and started doing the things my peers were doing. I
started using cocaine, I started smoking pot, the typical partying
cn the weekend. That was normal and it was what was going on
around me.

T tried so hard to find a group that I could fit in with. A group of
people that I could relate to; and I did. I put myself in unhealthy
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situations over and over and aver again, not realizing how self-de-
structive I was being. We think we are invincible. How and wh
cen somebody, when they are 14, 15, 16, even 25 years old thin
about their own mortality? And that is not happening. We think
we are invincible as I thought I was invincible and it was not some-
thing I thought I would have to live with, but I do.

We are not talking about high-risk groups, we are talking about.
high-risk behavior anu everyone is at risk and I think we need to
help peuple understand that. It is not a gay disease. It is not. a dis-
ease that only affects the Latino community. It is something that
affects all of us.

Through my work, I have seen positive results. I have seen kids'
eyes just light up and start doinF this work that I am doing for
themselves and for their peers. I think one problem is we have
these educational packets, some of them are adequate, some of
them are not adequate, and schools are teaching them, but it is up
to the comfortability level of the professors or the football coaches
or whoever is teaching this information to include what they want
and what they are comfortable with.

The thing about HIV education is that we are talking about sex-
uality, we are talking about experimenting, we are talking about
growing up, and I believe .he most effective way to do that is to use
peers and peer education. Peer educators can relate to their peers
as they know what the issues are.

I remember sitting in a classroom just 2 years ago in high school,
listening to a doctor talk to the class about AIDS &nd it was going
right over my head. ' *hink it was going over my head because it
was a scare tactic. Tha. was being used, showing these awful slides
and ugly pictures and stats and he was saying, “Don’t « this!
Don't do that! This is what’s going to happen to you—dor. aave
sex, don't do drugs,” and I walked out of there thinking, “1 don’t
have time for this, I already know everything.”

I wae pretty educated on HIV disease and what it was abovt and
safer sex and transmission, but I think knowing and acting on it
are two different things, and I think support from my peers is imn-
portant and was important. I think it is important that kids under-
stand they have a right to make decisions for themselves, that they
have & right to make cnoices that thev can live with, instead of
people pointing the fingers at them and telling ther whai tc do.

I also think that education has to come from all sidzs, it has to
come from the family, it has to come from the schovl, starting in
the lowest gr.des possible. It has to come from peer educators. It
has to come from difierent government standards. So, I do not
think it is just one person's role. I think it is something that we all
have to attack and it is a challenge. It is a real challenge.

A student said to me last we k, “David, if someone came to you
and said you're okay. You know, respect yourself, love yourself.
Would you have stopped using drugs and stopped partying and
stopped experimenting?” I do not know, but it might bave clicked
ix; my h]et;ad that I had a right to begin to think about taking care
of myself.

When | walked down the halls at Yorktown I did not look like a
druggie. I looked like a typical student. In fuct, people called ..
“Mr. David Goodie Two-Shoes.”” I was not a typical drug user. I did
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well in school, but I nad another life; a life my parents were not
aware of. A life some of my friends were not aware of, but it was
really my way of coping and my way of fitting in.

Like I said, it is a challenge, but'I think it is important that we
are realistic and we need to be realistic about where young; people
are today, the growth process, experimenting. We need to be open
when talking about bisexuality, homosexuality, heterosexuality as
part of somebody’s sexual self or just sexuality.

I have received some community opposition, but this is such a
social disease and I think it is time, once we start talking about it
and cpening it up, we can become more comfortable with it. I have
tried to break down the barriers and I am doing some of that work.

ess one of the most important things is to include young
people in this effort and to listen to them. To include them in the
surveys, to talk with them and use them as role models for other
peers. I think that is one of the best ways and one of the most ap-
propriate a; roaches to this, because I really can see the eyes light
up and I can see the young people listening to wha* I have to say.

Before I was sick, me taking care of myself was not an issue, and
until it was a life or death situation, I had not heard or understood
that I really had a right to respect myself and I really had a right
to take care of myself, and it is sad that that is what it took. I see
50 many other kids out there who are going about living like they
are going to live forever. We look at the people around us, too. I
look at my teachers and mf\; professors and the parents and the
communiiy; we respond to what is going on around us.

I was on a campus last week and I met with the faculty. They
were all sitting around drinking cocktails, talking about the
campus rroblems and the aicoholism on campus.

I just look around me and I see the models around us and that is
what kids feed on, they pick up some of this stuff.

I look at the messages. I picked up a magazine last week and I
opened it up and there was a picture of a ,exy man and woman in
their underwear toasting each other with a glass of vodka. What
kind of message is that for yo. .g veople? I fed on that and we do
feed on that type of thing. I'think it is important that we look at a
lot of things.

FIV education and AIDS awareness encoinpasses so much and,
like I'said, it is an in.redible task, an incredibie challenge.

Chairman GLENN. Thank you.

Senator Kohl.

Senator KoHL. Thank you.

David, can you *ell us, based on your own experiences, what you
think the majority of kids believe and think about AIDS and how,
if at all, their behavior is affected by these beliefs and knowledge?
How do kids respord to this?

Mr Kamens. It is true, I do not think young people understand
that X1V is their problem. I think we are’still feeling that AIDS is
a gay disease, it is not something that affects us. Through different
storles, through some statistics and through sharing what I have
lzarned with young people, I have begun to see them talk about it.

I cannot do it all ard I do believe that the message is slowly get-
ting out there. I do not know how much behavior is changing. It is
& long process, a long road, but I am seeing some eyes open up and
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increased awareness about STD’s and HIV. But, generally, I would
say there is still a common belief that this is something that
“won’t happen to me,” but I think this is part of growing up.

We all think “that will not happen to me,” whether it is AIDS or
being killed in a drunk-driving accident or whatever, “it won't
happen to me,” and that is certainly what I believeA,

nator KoHL. In my opening statement, I talkea about the mis-
takes that people made when I was young, the m.stakes were never
fatal as they can be now with respect to AIDS, drugs and drinking
and driving while you are drunk aud all of those things. The point
was when you are 14 or 16 or 17, ycu are not in a pusition to make
those kinds of responsible decisiong, because you do not see life as
being mortal, and I think you touched on that. So, what do you do
about trying to help young people who are 13 and 15 and, in many
cases, just simply unable, understandably unable to make those
kinds of life and death decisions with respet to their actions?
What does society do about responding to that human thing which
is not changeable? You :annot expect a 13- or a 14-year-old to
make those kinds of responsible decisions. What would ynu sug-
gest?

Mr Kamens. True, you canrot, but I think we can begin to talk
about self-esteem and self-respect and where that comes from. I be-
hieve that self-respect and self-esteem come from acting on deci-
sions and experience. Young people making a decision, acting on it
and seeing the results. Seeing that it was a responsible decision,
the results were worthwhi!2, they can walk away from it feeling
good about what thuy decided and who they are. I do not think it is
an overnight process. It is part of growing up.

Senator KoHL. 1 was getting at something a little different. If a
society like ours presents those uptions to young people as we are
today, to some extent is it not almost inevitable tgat we are going
to have the kinds of unhappy results that we do have?

Mr Kamens. I think to some extent we are going to see STD's
and pregnancy and drunk-driving accidents. I cannot see that, you
know, in the future, but I have found that through just greater
awareness and talking about the issues, becoming comfortable with
them, and addressing these things that we are not addressing is a
start I do not have the answers for that, but I do get letters after I
speak with i.'ds who say, “Thank you, David. You know, you
opened my eyes to my behavior, I'm going to go out and do some of
the work that you're 4oing. Thank you,” and this is what makes it
we.thwhile for me . .hink they feel the results. They can relate to
what I am saying and where I was and where I am coming from
andkhopefully they will go out and continue some of the same
work.

Senator KoHL. Thank you, Mr. Chairman.

Chairman CLeENN. Thank you very much. David, yc.rs is a very
powerful message. I hardly know wh .t to ask yoa. What reaction
do you get fro.n the commu .ty? You said you sometimes encoun-
ter resistance in the community.

Mr. Kamens. Like I said, just 4 weeks ago I stood up in front of
150 parents in Arlington County and they were angry. They were
one of the most misinformed groups I had ever spoken to. One
woman said, “David, I cannot beiieve you are talking about respon-
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sible decision-making skills and you're not just snying no.” I said,
well, that is not real:stic, that is not realistic for me to say that. I
said I am sexually active, I have done drugs, I have done all these
things that are forbidden and are not going to talk about.

So, I understand where they are coming from, but I would say
that from my peers, I get wonderful support and am met with won-
derful compassion. I mean compassion and education is what we
have, along with funds and scientific research. What I can do is
educate and I can use the comg..sion that is there to help myself
and help other people understand what this is about.

On a whole, yes, I have met some opposition, but I think it is de-
rived from ignorance and misunderstanding. I have not met that
much anger, it was only just a little while ago when I met with the
parents.

Chairman GLENN. I think it would be nice if we lived in such a
perfect society where you could say 1.0 and that was it and the prob-
lem solved itself. But the statistics I read into the record out of the
GAO report were to me just sort of mind-boggling. I am not easily
shocked any more, I will tell you that, but this thing was a real
shock. I think the reason this hits me particularly this morning is
that you are from Yorktown. We lived over there back in my days
in the space program and my son was in the very first class that
ever went to the new building at Yorktown.

Mr. KaMeNS. I know that, sir.

Chairman GLENN. So, I am sitting here obviously this morning
thinking what if.

Mr. KaMENs. When I was working with these parents before I
spoke. they showed an educational video and this was through the
Department of Health, and it was full of stats. It was about 4 years
old. It had four profiles of people living with HIV and they all said,
“Don’t do drugs, don’t have sex, this is gding to happen to you, I'm
going to die, it's a death sentence.” It was very negative and that is
what the parents wanted. They really wanted to show thei kids
this video.

One of the first things 1 said is, I am put off by this video, this is
not what kids want to hear, this is what they turn off, this is what
I now turn o.f and have turned off. I think we need to give infor-
mation that is very sensitive to young people today and specific to
different populations. I do not .nean categorizing it, you know: the
gay youth and the Latino comrrunity and the Asian community,
but I do think we need to be sensitive, I really do. L:ke I said, we
need to talk about sexuality and not give sex negative messages. I
think this is r-ally important. We are giving sex negative messages
and I know kids who see these sex negative messages go, “Oh,
that’s bad, well, I have to try it,” you know.

Chairman GLENN. You have spoken on college campuses. Do you
get a different response on college campuses than working with
your high school peers?

Mr. Kamens. The younger the students are and the younger the
people I work with, the more frank they are, the more interested
they are. They have not been as inundated with information or see
the headlines and they are more wiiling to listen. By the time they
get to college, they do not turn me off and they are very active in
participating in the dialogue, hut I think they feel like they know
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it all and this will not happen to them. They are already 25 and 26
years old sometimes and believe if they have made it to that point,
it cannot happen, it will not happen.

Chairman GLENN. Thank you. We are going to have to move
along. Your testimony has been fascinating. I wish you well.

The next witness is Ms. Wanda Wigfall-Williams, Center for Pop-
ulation Options, Washington, DC., and she will have a couple of
other people she will also introduce for us.

Ms. Wigfall-Williams?

TESTIMONY OF WANDA WISFRALL WILLIAMS, DIRECTOR. NA-
TIONAL INITIATIVE ON AIDS AND HIV PREVENTION AMONG
ADOLESCENTS, CENTER FOR POPULATION OPTIONS, WASHING-
TON, DC,' ACCOMPANIED BY BRIAN BESS. PEER EDUCATOR.
WASHINGTON, DC, AND RAHIM JONES, PEER EDUCATOR, WASH-
INGTON, DC

Ms. WicraLL-WiLLiams. Thank you, Mr. Chairman.

I am Wanda Wigfall-Williams, Director of the National Initiative
on AIDS and HIV Prevention Among Adeclescents f.. the Center
for Population Options. This national initiative is funded, in part,
by the CDC.

The AIDS and drug epidemics are gaining ground. Approximate-
ly 20 percent of reported AIDS cases are of people in their twen-
ties. The long incubation period-—up to 10 years—for the virus indi-
cates that many of these peop.. were probably infected with HIV
during their teen years.

Although adolescer. - make up less than 1 percent of the total
number of reported & S cases, the Centers for Disease Control re-
ported a dramatic 12 percent increase in the number of adolescents
diagnosed with AIDS between July 1988 and August 1989. Tragical-
ly, these statistics refer only to young people who have developed
AIDS, not the unknown numbers of teens who are seropositive and
asymptomatic.

Risk-taking behaviors, such as experimenting with drugs and en-
gaging in unprotected intercourse, can result in deadly conse-
quences. The need for HIV prevention and AIDS education is gre-t.
In our Nation’s Canital, 1 in 300 adolescents tested positive for
HIV—this was at Children’s Hospital in 1988.

Chairman GLENN. What was that? Give that again, please.

Ms. WicrALL-WiLLIAMS. One in 300 adolescents tested positive for
HIV. Yet, focus groups with area teenagers conducted by the
Center for Population Options found that, while teenagers are
aware of HIV and AIDS, many do not perceive themselves at risk
of being infected.

1t is difficult to protect the extent to which adolescents engage in
activities that place them at risk for iafection with HI'" as well as
other sexually transmitted diseases. However, teen pre,..ancy rates
can serve as one measure of sevual activity—one of the highest
risk behaviors. Approxir.ately 1 million teenage women become
pregnant ach year.

' See p 66 for Ms Wigfall-Williams' prepared statement.
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Parents, teachers, religious leaders, policy makers, health educa-
tors and youth have a responsibility to address this epidemic. CPO
has developed a comprehensive program focusing on reproductive
health, health promotion and “life planning” for adolescents.

In order to reach young people with motivating messages, practi-
cal information and accessible services, CPO approaches young
people from a diversity of concerns and perspectives with reality-
based, simple messages. We work through national, State and com-
munity based organizations to reach the largest numbers of youth,
particularly those at greatest risk; we encourage multi-dimensional
programs which provide formal and informal information and com-
prehensive health services, we create new programs, if needed, and
evaluate existing ones to ensure that effective models are available
to youth-serving professionals; and we assist opinion makers to re-
inforce messages and policy makers to support programs which
prevent infection with HIV.

Peer education is one powerful approach to education for adoles-
cents Numerous studies have demonstrated that teens are more
likely to ask their friends than an adult for information on a varie-
ty of topics, including health and sexuality. Often, peers are not
only the main source of information for each other, they are the
most influential in their ability to shape others’ behavior. The peer
group is a primary reference for values and behaviors.

In a foc.s group study conducted by CPO, inner-city adolescents
said they would most likely listen to and believe what a person
therr age infected with HIV said about AIDS, rather than what an
older person or a famous person said about AIDS or the virus. Fur-
ther, an unpublished survey on condom use among adolescents
found that teens’ perceptions of other teens’ condom use behaviors
was the best indicator for determining their own condom use. In
other words, if they (hought that their peers thought using a
condom was cool, they too would probably consider using a condom.

Recognizing the power that teens have over one another, and
that this power can be used to influence teens’ behavior in a posi-
tive way, CPO developed Teens for AIDS Prevention, otherv.ise
known as TAP, to educate adolescents about AIDS and HIV pre-
vention.! The TAP program provides 25 hours of skill-building
training for a small group of peer leaders.

Once the TAP members complete the training, they create and
implement activities in their school and community that focus on
reducing misinformation, explaining consequences of and alterna-
tives to risky behaviors, and increasing sensitivity to HIV infection
and AIDS, including personal vulnerability, and ways to protect
one’s self from HIV infection.

It takes time to increase knowledge and change behaviors. Re-
search indicates that simple, straightforward and reality-based
HIV prevention messages delivered consistently by numerous
sources, including peer educators, have 2 positive effect on chang-
ing knowledge, attitudes and behavioral intent.

Today, I am accompanied by Brian Bess and Rahim Jones from
Ballou High School, located in Washington, D.C. As a result of

' See p 129 for a letter by the American Medical Association.
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their involvement in the TAP program in their school, they have
written a rap about HIV prevention and AIDS and they will per-
form it for you now.

Chairman GLENN. Good, we appreciate that. Where do you want
to go, gentlemen? Come on up here, if you would like. Come up in
this area right in here, so everybody can see you. If you could just
stand at the side, then the audience can see you present it to them
and I will watch from the back. That is great.

[The following rap song was performed:]

Acquired Immuno Deficiency Syndrome,

I'll tell you straight up people it hits home.

It hits you hard and soon you know you're done for.

No rejoicing or praying you know the score.

I mean you can have AIDS you say you doubt it,

You or you with AIDS think about it.

I wanna milk this subject like I would a cow,

No ignorance needed just listen now.

Can you catch the disease by just shaking hands, from toilet seats,
from meats, from touching, no you can’t.

You should know shooting up would do you harm,

Injecting dope and disease right up in your arm,

I mean I pack me a rubber like it’s a lucky charm,

So put you sex in check or else Joe your gone.

Because it can’t be contained it’ll spread around,

You’re the problem won’t solve ’em let me break it down.

Human Immunodeficiency virus,

You have to take high like Osiris.

C.P.O. and we will educate thee,

On the do’s and don’ts of A-I-D-S, I want to express,

The negative trip that’s coming from the rest.

Who thinks a subject like AIDS is just a gay click,

You're disillusioned, you’re being stereotypic.

The needle drug users, the over abusers,

Are subject to AIDS and the accusers.

Male or female, gay or straight,

The AIDS virus go&sn’t discriminate.

Quote unquote D.D.P. for a while,

You just can’t trust a big butt and a <mile.

Not to be contacted from a kiss or cold sore,

Not to be given through the sweat of your pores,

Now that you know the information the score,

And if you wish it, I'll tell you more,

You see black, Latin Americans, white caucasians,

With the daily barbers, no discrimination,

A baby from when soon to come to an end,

You want to know why? Well, let me tell you, my friend.

Mothers abuse them, fathers juet reuse them,

Shooting L.V. drugs, because it soothes them.

Everybody bopples, even to music,

But when the virus pops up, they start accusing.

But how about the baby who did no wrong,

Not the one you give the rattle, but the death song,

I mean would you beat your baby until they were dead?
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Uh-uh, I didn’t think so, so why don’t you use your head?
Without protection, every time you get an erection,
Before you are the only man who has a yeast infeccion.
My friend. Please go on and learn to deal, and if you will,
Because it kills.

{Applause.]

Chairman GLENN. I understood Brian perfectly. I am not sure,
R~him, I understood you. [Laughter.]

That was excellent. What kind of response do you get when you
put this on? I know all the kids get a kick out of the rap part of it,
but what do they say about your message? Do they talk about it
later, seriously?

Mr. Bess. Of course, it always has an effect like—it is not like me
or Rahim are like so-called as the school likes to depict them, two
nerds which have not been seen at school all year round——

Chairman GLENN. You do not look like nerds to me, I will tell
you that.

Mr. Bess. I am the captain of Ballou’s football team and Rahim
is one of the co-captains, and we were involved in Ballou Against
Te>n Pregnancy, which was an organization created like in 1985, I
believe, and we received no bad vibes from it at all. I mean our
{riends come to us regularly every day, students from Southeast
Washington, if you want to say that, and they get the message.
They like the rap, 0. course, but they always get the message and
you always see the changes. The changes are very vivid, always.

Chairman GLENN. That is great. Rahim, the same thing, do they
talk to you about it?

Mr. Jones. Yes. You have people who come out and ask us for
condoms or they sit down and have talks with us. They are not
afraid, but they do not want to go to anybody older than them, be-
cause they might not understand their point of view. They come to
somebody their age.

Chairman GLENN. Yes.

Mr. Bess. The teen-to-teen concept is like real important. We had
an overnight thing held by Jackie Sadler of D.C. public schools and
we had people following us around the whole weekend, asking us to
do the rap over an over again or either do other raps that we had,
like teenage pregnancy raps or, you know, anti-drug raps or what-
ever, and it is just another ——

Cr .irman GLENN. How many subjects do you cover with your
raps? Are you covering a number of different subjects?

Mr. Bess. Of course. You know, it is like——

Chairman GLENN. Rap is still a new concept. You talk about
teenage pregnancies. What cther things are you doing raps on?

Mr. Bess. Like I said, the teenage pregnancy rap we have just
finished, because there are ‘hree people, really four people in our
group, but me and Rahim were the only ones as far as the AIDS
education went Another member in our group, Danny Capers, he
has been with us as far as like the drug raps and, you know, the
teenage pregnancy raps. When I was in BATP, Ballou Against
Teen Pregnancy, we had a rap, it was written by someone else, I
cannot remember who, but what happened, we received the rap
and you could tell it was a dull ring, you know, it was—I am not
going to say it was an idiotic rap, but we had to change it around
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to our liking, really. We had to change it around to our liking and
we made sure that everyone else wculd like it, you know, and
make sure the other students would hear it. We had to put it into
high scho.1 or junior high school perspective.

Chairman GLENN. Have you done this in other schools?

Mr. Bess. Yes, me and Rahim, as far as us too, we just recently
went to Bethesda-Chevy Chase, BCC, and that was done in front of
the whole 1,300 students, but that performance there went on real
well.

Ballou Against Teen Pregnancy, they said they were going to
take it up, because the woman that was overseeing it was Ms.
Gloria Odoms, she is not at Ballou any more. Before that, we did it
at schools around the area like Hart Junior High School and
Friendship, Johnson, and it was ilways the fact, when they see
people that they might see—any :ity kids see people they might
see on the streets and people they know have that—let me see how
I can put it—status, I would say street status, but people that are
known to be good people or whatever and they see them delivering
this message and it gets to them and they see nothing wrong with
it, because a lot of students have a fear, well, I am not going to
follow this, because nobody else is following that person, so why
should I follow that person. But if you see that dominant leader
role and they see somebody that is on the popular level, they tend
to follow it, really.

Chairman GLENN. Have you recorded this or put it on tape or a
record, so other kids can benefit from it, too?

Mr. Jones. We are or the verge of putting it on a record. It is
recorded on {ape, our personal tape.

Mr. Bess. But as far as like being given out for a record compa-
ny——

ghairman GLENN. Have any of the local radio stations picked it
up?

Mr. JoNEs. No.

Chairman GLENN. Ms. DuVall, are you going to invite them
down to New Orleans?

Ms. DuVaLL. Absolutely. Listen, we have quite a few rappers
down there ourselves. I think it was great, what the gentlemen did
and, as they said, that is exactly the point I was trying to make, we
have got to hit home, it has got to be told as the students and the
children will hear it and listen to it and heed it. You guys, hang in
there. It sounds great.

Chairman GLENN. Obviously the first thing you have to do is get
people’s attention. I was looking from behind you at the audience
while you were doing your rap and you had the whole group right
there with you. I can teil you that this is the first time that has
happened in this hearing room. I would like to invite you guys
back for a lot more hearings on different subjects.

Thank you. That was excellent. I am glad to see this. We are
going to have to move along. Mr. Kamens, I appreciate your being
here this morning. It is a very personal thing for you and we wish
you well, all of you. Ms. DuVall. thank you for being here this
morning.

Ms. DuVaLL. Thank you for having us.
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Chairman GLENN. The next panel is Gary Noble, Deputy Direc-
tor (HIV), Centers for Disease Control,” Atlanta; accompanied by
Ms. Virginia S. Bales, Deputy Director of the. Center for Chronic
Disease Prevention and Health Promotion, Centers fur Disease
Control; and Dr. Lloyd Kolbe, Director, Division of Adolescent and
School Health, Center for Chronic Disease Prevention and Health
Promotion, Centers for Disease Control.

We welcome all of you this morning. Dr. Noble, if you would lead
off, we would appreciate it. Thank you. If you want to put on a rap
demonstration, we would welcome that, t00, this morning.

Mr. NosLE. I would not dare. [Laughter.] :

TESTIMONY OF GARY R. NOBLE, M.D., ASSISTANT SURGEON GEN-
ERAL, AND DEPUTY DIRECTOR (HIV). CENTERS FOR DISEASE
CONTROL, ATLANTA, GA,' ACCOMPANIED BY VIRGINIA S.
BALES, DEPUTY DIRECTOR, CENTER FOR CHRONIC DISEASE
FREVENTION AND HEALTH PROMOTION, AND LLOYD KOLBE,
M.D., DIRECTOR, DIVISION OF ADOLESCENT AND SCHOOL
HEALTH, CENTER FOR CHRONIC DISEASE PREVENTION AND
HEALTH PROMOTION

Dr. Nosre. Mr. Chairman, I appreciate the opportunity to be
here and would like to thank the Chairman and the members of
iche Committee for focusing attention on this very important prob-
em.

Chairman GLENN. We welcome you back again. You have been
here before. You were a witness before the Committee back, what
was it, a year ago?

Dr. NoBLE. Two years ago.

Chairman GLENN. Two years ago. Time passes.

Dr. NoBLE. I am Dr. Gary Noble, the Deputy Director of the Cen-
ters for Disease Control, with responsibility for the HIV prevention
programs at CDC I am pleased to have this opportunity to discuss
CDC;xs efforts to help prevent HIV infection among school-aged
youth.

I'am accompanied today by Ms. Virginia Bales, Deputy Director,
Cente for Chronic Disease Prevention and Health Promotion, and
Dr Lloyd Kolbe, Direcior, Division of Adolescent and School
Health, who helps direct the CDC programs to prevent HIV infec-
tion amony school- and coliege-aged youth.

In October 1986, the Surgeon General of the United States, Dr.
Koop, called for schools to teach our Nation’s youth about the risks
of becoming infected with HIV. In the same month, CDC’s program
on school health education, to prevent the spread of HIV infection
was initiated.

The primary purpose of CDC’s program is to prevent HIV infec-
tion among youth CD(’s programs are designed to build the capac-
ity of schools and other youth-serving organizations, to implement
effective education about HIV that is consistent with community
values and needs.

Why is HIV prevention education so important for our youth?
CDC is concerned about the extent to which teenagers and young

' See p. 7. .or Dr Noble's prepared statement
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adults are at risk for FV infection. We know that 1 cut of every 5
persons reported with 5IDS in the U.S. was between the ages of 20
and 29 when diag:i::>d, and with the incubation period being, ou
the average, 10 7~ rs, that means many of those were infected
before the age of . .

We know abou’. i%e sexual behaviors, and we have heard this
morning about th+ high rates of STD and unintended pregnancies.
These are often interrelated problem~, and they are often behav-
jors that are este3«.shed during adole.cence. This is a critical popu-
lation to reach, i vie are to improve the health of the Nation.

We think tha: <ducational programs to prevent HIV infection
and other important health problems can be most effective when
they are implemented as part of a planned sequential, kindergar-
ten through grade 12 program of comprehensive school health edu-
cation.

The Nation’s schools provide an existing and efficient system to
reach almost all young people during the ages when they are most
impressionable, and to reach many young people who may ulti-
mately drop out of school. That is one reason why CDC has 1avest-
ed in helping the Nation's schools to provide effective HIV educa-
tion. We need to remember that virtually all out-of-school youth
were at one time in a school environment.

Let me describe some of the CDC programs to reach school-aged
youth. We have established a multi-faceted program tha. combines
the work of national health and education organizations, State and
local education agencies and health departments, numerous com-
munity-based organizations, and our own National AIDS Informa-
tior: Education program.

CC has been working to help schools provide comprehensive
school health education since 1974. In 1986, to fill the gap in the
Nation’s HIV prevention strategy, CDC'’s core staff in school health
education, then numbering only four, began planning a nationwide
prog;‘lam to prevent HIV inf ction, speciﬁcarly among school-aged
youth.

In Septernber 1987, with a budget of $11 million, CDC launched
its program uof school health education to prevent the spread of
HIV infection by providing support to 15 national organizations
and tr '" State and 12 local departments of education that serve
the ju. jons with the highest cumulative number of reported
cases of ...DS.

By the fall of 1988, with a budget of $30 million, CDC was provid-
ing fiscal and technical assistance to 19 national organizations, and
all 50 State and 5 territorial and 16 local departments of education.
Ry fiscal yewr 1989, the budget had increased to over $35 million,
and today, in fiscal year 1990, CDC has a staff of 45 and a budget of
345 }:n.llion to help prevent HIV infection among school-aged
youth.

I have been told by others that CDC has the finest collection or
one of the finest collections of experts in this area in the Nation.
The request for fiscal year 1991, totaling over $52 million, will
allow CDC to improve its assistance for its in-school programs, as
well as to expand its efforts for out-of-school youth.

CDC requests each year that the State and local education agen-
cies funded by us develop four objectives to assure that school-aged
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youth receive HIV education: First, to increase the number of
Junior and sewnior high schoois that provide HIV education; second,
to increase the number and percentage of junior and senior high
school students at each grade level who receive HIV education;
third, to increase the number of junior and senior high schools that
integrate HIV education within a more comprehensive school
health program; and, fourth, to increase the number of other agen-
cies that implement HIV education for high-risk youth, minority
youth, out-of-school youth and youth with special education needs.

We also request that these funded agencies collect data on an
annual basis to measure their progress in meeting each of the four
objectives described above.

About 9 million youth, ages 14 to 21 years, de not attend schoal
or college and may be at greater risk of HIV infection than their
peers who are in school and college. I would say that the real
figure of street and homeless youth is not known, but it is probably
in the range of a million. To reach these youth effectively, a varie-
ty of activities from several program areas are necessary.

Let me describe some of the activities of the Center for Chronic
Disease Prevention and Health Promotion to reach out-of-school
youth. For example, five national organizations that receive CDC
funding develop and implement educational programs for out-of-
school youth and provide training to staff working in agencies that
serve out-of-school youth. Over 75 percent of the funded State and
local departments of education are carrying out activities to assist
agencies that serve out-of-school youth in their Jjuris.. tions to im-
plement HIV prevention education.

Finally, a training and demonstration center in San Francisco
has conducted 12 training and demonsi ation programs for over
400 staff serving out-of-school youth from 35 States, in 74 cities. Let
me say that, in addition to the Center for Chronic Disease Preven-
tion and Health Promotion, which is cepresented here today, there
is a coordinated effort at CDC.

The office that I direct coordinates and provides leadership for
the HIV prevention programs throughout CDC, including those
that reach out-of-school youth. Our office is the focus of the preven-
tion efforts in this population, coordinating work of the Center for
Chronic Disease Prevention and Health Promotion, the Center for
Prevention Services, and the Center for Infectious Diseases.

The Center for Prevention Services has cooperative agreements
with State and local health departments, as well as with minority
and other community-base’ organizations and with the United
States Conference of Mayors, and these are implementing pro-
grams to prevent HIV infection, many in out-of-school youth.

The Center for Infectious Diseases is currently conducting blind-
ed HIV serosurveys of homeless populations, including youth in 11
cities throughout the country, and we would be glad to expand on
some of the evidence that has been found in those serosurveys.

In fiscal year 1991, CDC is planning to help local health depart-
ments in three to six cities with the highest number of AIDS cases
build more effective and coordinated HIV prevention programs for
out-of-school youth. In addition, we will be funding increased sup-
port of relevant community-.,ased organizations in these high-inci-

30




31

dence cities to develop and evaluate intensive HIV programs for
out-of-schoo] youth.

In summary. CDC began its program to stimulate health educa-
tion for children in this country with a small staff of four and a
budget of $250,000. In 1990, the program consists of 45 staff mem-
bers and a budget of $45 million. These resources have enabled
every State and several major cities to have the capacity to put in
place programs to prevent HIV infection among school-aged youth.
Through activities such as program planning, developing policies,
and training teachers, the State and local levels will help prevent a
new generation of AIDS cases.

Thank you, Mr. Chairman.

Chairman GLENN. Thank you very much, Dr. Noble.

Does CDC have an estimate for the percentage of teenagers cur-
rently infected with HIV? How do you arrive at figures like that?
Do you have figures you feel are fairly accurawe?

Dr. NosLe. Well, the best way to get information on this is
through various seroprevalence surveys. We have -scussed, of
course, the possibility of a national household seroprevalence
survey, but that would not reach many of the populations we are
talking about. We have a national family of surveys, which in-
cludes blood samples taken from over 40 hospitals; these are ran-
domly selected admissions at all ages. Of the first preliminary data
that we just analyzed, we find that in the 13- to 18-year-old group,
in 26 hospitals in about 26 different States, the rate of infection is
about 1 in 1,000. In the 19- to 24-year age group, males have a rate
of infection of about 1 in 250, and females, about 1 in 1,250.

Regarding military recruits, there are ten. of thousands of young
people applying for military service, and the Department of De-
fense has analyzed their data and published it recently. They find
that in the urb.n counties of Maryland, Texas, New York, and the
District of Columbia, for example, the rates in the under-20 age
groups is 20 times higher than it is in the upper Midwest. That
demonstrates the major differences between geographic areas in
the United States.

There are also, as we have heard this morning, major differences
in the prevalence of infection 12 different racial and ethnic groups.
Among black applicants for military service under the age of 20
the rate is about 1 in 1,000. It is five times higher than the rate in
white applicants for military service.

Chairman GLENN. Do you find a difference in willingness to give
data on this or to respond to surveys? Is there a difference from
one part of the country to another?

Dr. NoBLE. We have had some initial reluctance in implementing
the family of surveys, but that has improved over time.

Chairman GLzENN. I was going to ask a surveyor, and I did not
get around to it, but they are still in the room, Ms. Rosengren and
Mr. Landry. Ms. Rosengren, you come from what is looked at as
super-liberal Boston, and Mr. Landry, you come from Atlanta
which is looked at as sort of a center of conservative thought for
the country by a lot of people. I do not not necessarily think that
way, of course, but that is the way a lot of pecple look at those two
cities.
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You two have talked, I am sure, about your difficulties in obtain-
ing information. Do you find differences in your two parts of the
country? This is a little unusual, but you can stand up and make
yourself heard at the microphone, if yon would.

Mr. Lanory. I might have to think about that for a second, Sena-
tor. As I think about the school districts we calied, 93 percent of
the school districts were willing to talk to us, so they were real
open with telling us what their policies were and where they were.
That is all I can think of right at the moment.

Chairman GLENN. Ms. Rc engren, what is your percentage that
would compare with that? He has got 93 percent in Atlanta, do you
have better than that or less than that?

Mr. RoseENGREN. I personally did not look at that issue, but we
have heard that private schools are providing more in the way
than public schools.

Chairman GLENN. Okay. Good. Thank you both.

Dr. Noble, GAO has made some specific recommendations that I
would appreciate your comnients on. Now, we have a lot of school
districts nationwide that do not offer HIV education. What is CDC
going to do to try and correct that?

Dr. NosLE. Well, we have made it very clear in the announce-
ments of the availability of our funding that we expect schools to
have age-specific education riy..t through the grades and, as I have
mentioned in my testimony——

Chairman Grznn. All of them including 11 and 12?

Dr. NosLE [continuing]. That we have specifically requested that
each of the applicants address the gaps in all age groups and have
as a target an increase in each grade, including the 11th and 12th.

I would say that we really do feel thet this is important, as the
Surgeor General Dr. Koup said in October 1986, on the release of
his repot. At the time, it seemed rather controversial that there
should be age-specific education right down to the youngest ages
where this information can be understood. We believe it should be
part of a comprehensive educational program. We do not feel that
at the Federal level we have the opportunity to require specific
education. The control over content of materials presented to our
youth throughout the history of our Nation has been very jealously
guarded by local authorities.

Chairman GLENN. When will guidelines be issued for teacher
training in HIV studies? I think that has been a criticism of CDC;
no guidelines out yet after all this time. Why not?

Dr. NosLE. Well, I would say that in January 1988 we did * e
recommendations for education of teachers. We published speufic
information that should be taught to age groups, each age group,
and we feel that each teacher should be familiar with that informa-
tion. We believe that the teachers, in order to teach the informa-
tion, as any teacher teaching any subject, must be knowledgeable.

We have not specifically required certification or standards,
again because that is not generally viewed as a Federal responsibil-
ity, but we have made it clear and we intend t. ..ake it even more
clear that the content that should be provided for each age group is
well documented in the publication that we put together in collabo-
ration with many national and regional health organizations,
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cal.ed ‘*“1he Guidelines for Effective School Health FEducation to
- Prevent the Spread of AIDS,” ¢ ished in January 1938.

Chairman GLENN. There has veen a lot of comment about wheth-
er some of the material being used is adequate or not or whether it
is doing the kind of job that it should do. There has been congres-
sional activities, you may be aware of, back and forth from time to
time on what was permitted to be put out, and I think we have
come to a better resolution of that now than we had at firat.

Health and education officials back in my home State of Ohio
and representstives of other federally funded organizations do not :
feel they are getting adequate suppoxt for clear and explicit lan- 8
guage tor AIDS education, including the America Responds to )
AIDS Campaign. What do you plan to do to muke sure that this
message is carried, that we can convey a stronger message, and
what can be done to allow the State agencies and organizations to
convey that stronger message?

Dr. NosLE. We feel that it is absolutely important to have clear
messages. We have heard this morning from some of the witnesses
on the importance of words that speak to the intended audience. At
the same time, we live in a pluralistic society that has a variety of
v}ilews about what is acceptable, and we must deal with the balance
there. .

Part of our overall education responsibility at CDC ard in other ‘
paris of the government is to help to change not only the peer ’
values at the teenage level, but, if I may say, at all levels of our
population, among community leaders, and even among members
of the Congress and the Executive Branch; we hope to create the
appropriate climate that allows people to accept the need for very
clear messages. It is a difficult area, and we aim to clear these mes-
sages promptly for thcse national groups that are trying to provide
clear messages. We have as a goal & turn-around of 12 weeks in re-
viewing these documents.

However, I would say that for materials produced by the State
and local groups that are funded, for example, by our Center for
Prevention Services, we do not review those at CDC. We provide
guidelines and expect panels made up of members of those commu- :
nities to decide what is appropriate for their communities, because
what is acceptable in New York City may not be acceptable in the
Midwest.

Chairman GLENN. We are concentrating this morning, of course,
on school-age populations, those in and out of school and what
works at 1 wha. does not and what the programs are. The same
need exists for getting information, of course, on adult programs,
as well. Can you tell us what proposals CDC has or has under con-
sideration for improving the data on other than our teenage &nd
achc ol population?

Dr. NoBLe. I am sorry, improving the data on?

Chairman GLENN. On the adult population with regard to HIV
and AIDS. In other words, we are concentrating on schools this
morning, but how about your information on out-of-school people,
the adults, the general popula*ion? They have been one of the bar-
riers to getting back your data. How are you coming on that? What
is the status of that?
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Dr. NosLe. Collecting information on the prevalence of infection
or getting out the m e?

airman GLENN. Botg.

Dr. NonLe. We feel it is very important to track the course of the
HIV epidemic. As the Presidential Commission on the AIDS Epi-
demic said, this really is an epidemic of HIV infection, not just an
epidemic of AIDS, and that is why we are implementing a family of
surveys that incitdes a wide range of things. Every child born in
over 44 States has antibody testing at birth to determine the preva-
lence of infection in the mothers.

Chairman GLENN. The figures I read this morning, I think you
were in the room when I read those, about the sexual romiscuity
and the patterns and the percentages as estimated by é)AO for the
school-age population, do you have sin lar figures for the general
population at-large?

r. NopLe. One of the difficulties of getting information about
sexual behavior in adults has been the issue we have dealt with
earlier today, and that is the reluctance of many people i openly
discuss these questions. We believe that a national surves of behav-
iors that put ple at risk, sexusl and drug-use behaviors, would
be very useful, and we are looking forward to working with Con-
gress [on] a natioral survey that would provide that information.

There are other ways of getting that information, and our col-
leagues in the Center for "hronic Disease Prevention and Health
Promotion have been doing surveys of behaviors. As vou have
heard this morning, it began with & small number of States, but it
is now up to 33 States that are implementing surveys specifically
for sexual behavior.

Chairman GLENN. What kind of su port have you received or not
received from HHS and from OMB for collecting information ke
this on the general population? Have they supported your efforts to
get that kind of information or opposed it?

Dr. NosLE. In Eeneral, the decision has been left to the Depart-
ment, that is—what is the status—the negotiations specifically on
the survey of behaviors are being considered within the Public
Health Service and the Department. There was, as you know, a
congressional statement that no funds should be used for such a
survey.

Chairman GLENN. But has HHS not supported your efforts?

Dr. NosLE. They have supported these eg'grts.

Chairman GLENN. They have supported you. How about OMB,
have they given you the meney for this?

Dr. NoBLE. Yes. I am not sure specifically which request you r. ay
be referring to, but——

Chairmen GLENN. As far as really getting these data collection “
programs underway, you are receiving full cooperation out of HHS
and OMB. Is that richt?

Dr. NoBLE. Yes, I would say yes.

Chairman GLenN. All right. *

Dr. NosLE. I would add specifically that OMB has approved the
survey that I mentioned for collecting information on sexual behav-
iors among the youth.

Chairman GLENN. From 1987 through 1990, the President re-
quested in his budget for HIV school education essentially what
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the Centers for Disease Control had requested. For fiscal 1991, how-
ever, CDC requested $76 million, but the President only submitted
a budget request for $52 million. What is going Lo get left out? You
obviously nad plans for that $76 million. What is going to get left
out, if you are only granted $52 million?

Dr. NosLe. The primary intent of that information was to target
out-of-school youth. I might ask my colleagues to amplify that.

Ms. BaLEs. The entire budget request for school- and college-aged
youth, the increase was to target out-of-school youth. We were very
successful in getting an initiative included in the President's
budget which is now before Congress for out-of-school youth. The
difference between the amount that CDC requested and the
amount that is i the President’s budget was also to be directed to
out-of-school youth.

Chairman GLENN. The figures I gave would be $24 million short
of what you wanted. Is that correct?

Ms. BaLges. That is correct.

Chairman GLENN. So, you just will not be able to go after the
out-of-school targets the way you wanted to?

Ms. Bares. We will but not as intensively and not in as many
cities as we might have been able to reach with a larger budget.

Chairman Gure.'n. Was the reason for this strictly budgetary or
were they unhappy with your program?

Dr. NosLE. My understanding is it was simply budgetary.

Chairman GrLenN. Okay. It is my understanding, the average

rant to States and local education agencies to date has been
%260.000 and they 'have been told not to expect an increase in fund-
ing for 1991. Is that your understanding?

Dr. NoBLe. Yes.

Chairman GLENN. How about money that went unspent? Last
fall, tke Cleveland Plain Dealer reported tnat $34 million CDC pro-
vided to State ind local health departments for 1988 had been un-
spent. Was that rectified? We are not puching people to spend
money just to spend it because it is there, but what was the reason
that money was not speant? We sure have a problem out there. We
thought we were helping them take care of it by addressing the
problems with out-of-school, school programs, adult programs, and
others, but the money is still sitting there in the accounts. What
happened?

Dr. NosLe. The article you refer to in the Cleveland Plain Dealer
dealt with funds given by our Center for Prevention Services, and I
would say several things. First, that money will be spent. It obvi-
ously is not going to go down the drain.

Second, I would say we have a balance between the urgency for
getting money spent and the concern for spending it wisely, for
spending it withi. the direction, the guidelines, given by Congress
in the appropriation. There are a variety of reasons why many of
our program. funded by CDC have carryover funds. It i5 not un-
common in -ur tuberculosis control programs, our immunization
programs, our STD control programs, to have carryover funds. In
some ways, a certain amount cf carryover might be considered ac-
tually a responsible management of money. We are concerneu
{about reducing] that to the lowest amount.
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Some States have constraints on spending the money efficiently
or quickly. For example, there may be hiring freezes, there may be
problems with legislative authority. I was at a meeting in Charles-
ton yesterday with representatives from around the United States
rerr%enting State and local health and education agencies, and a
colleague from one of your neighboring States mentioned that at
the time the funds were received from , there was a bottleneck
in the State legislature concerning school education programs that
had to be resolved before they could proceed with the expenditure
of those funds.

So, it is a problem that we are concerned about and work to
reduce, but there will be an inevitable minimum amount of carry-
over in all programs.

Chairman GLENN. What are you doing to see that school districts
gond%ct KBB, knowledge, beliefs and behavior, studies of their stu-

ents?

Dr. NoBLE. Let me ask Ms. Bales or Dr. Kolbe to address that.

Chairman GLeENN. Dr. Kolbe, we have not heard you yet this
morning.

Dr. KoLBE. Mr. Chairman, we do a number of things. Firstly, we
were actually requested by the State and local education agencies
with which we work to help them develop cne common instrument,
so they could all work together and determine the kind of instru-
ment that they could each use, s0 they can compare their data
amongst each other.

We provide technical assistance to them with our research staff
out of CDC, but, in addition, we provide technical assistance
through a contract with Westat Associates. It is difficult to define a
sampling frar to go out and collect data and to analyze that data,
so that they h..e support actually to do the technical work.

Chairman GLEnN. Do you ever consider withholding a State’s
HIV funds until these KBB studies are completed?

Dr. KoLBE. We would not. We think that it is important for the
States to collect these data and we provide every assistance that we
can, but we do not think it is the Federal role to demand that the
States provide these kinds of data, to collect these data, es ially
when those funds are urgently needec, no matter whether t ey col-
lect the data or not.

Chairman GLENN. Do you people provide an guidance to the
States on how thev might distribute their Federal funds’

Dr NosLE. Yes, indeed. Each State is expected to Yrovide to us
reports, and they, in turn, expect to have accountabi ity from the
local school districts plans must ' e submitted by the organizations
within the States that use those funds.

Chairman GLENN. The reason I ask is, with the Zrant it receives
from CDC, the State of Maryland, for example, requires school dis-
tricts to apply to the State for separate grants which may range
from over $10,000 to as low as $3,000. Not all school districts apply
or get in the ball game. Does that system make any sense to us?
lS)il(:ll;gi ‘ghere not be some guidance maybe on how the funds are to

Dr. KoLse. There is guidance for how the funds are to be used. In
that particular case, the State of Maryland does previde through
its State Department of Education activities, resources, support,
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‘e to all of the schools in that State, but then, in addition to
that, there are particular schools that want to launch their own
gemonstranon activities, so it is a combination approach in that

tate.

Dr. NosLe. We do need to work on sensitizing all school districts
that there is a need. I think we have heard earlier that some
people still believe that it is not their problem and that is an issue
we have to recognize and deal with.

Chairman GLENN. We are going to have to move along. We ap-
preciate your being here, all of you. Thank you very much.

Dr. NosLE. Our pleasure.

Chairman GLENN. We are going to have to move along to the
next panel. I have to be over on the floor at just before 12:00
o'clock, so we are going to have about 20 minutes here for the last
panel and we have four members of that panel that we welcome
this morning. My time constraints do not reflect any lack of inter-
est in your presentations this morning, I can ass.re you.

Our panel this morning is Ms. Patricia Brownlee, AIDS Educa-
tion Facilitator, Baltimore City Public Schools; Ms. Katherine
Fraser, Program Director, AIDS Education Project, National Asso-
ciation of State Boards of Education, here in Washington; Ms.
Sandra McDonald, President, Outreach, Inc.. Atlanta, Georgia; and
Mr. Jay Coburn, Director, Safe Cholces Project, National Network
of Runaway and Youth Services, of Washington, DC.

Ms. Brownlee, if you would lead off, please. Any statement any of
you have will be included in the record in its entirety. We would
appreciate a summary this morning, so we can get to everybody,
and I am sorry I do have these time constraints. Ordinarily, we
would run over with whatever time was required. but we cannot do
it this morning. I have to be over there to floor manage a bill in
the Senate.

You may lead off, please.

TESTIMONY OF PATRICIA J. BROWNLEE, AIDS EDUCATION FACI-
LITATOR, BALTIMCE CITY PUBLIC SCHOOLS, BALTIMORE,
MD!

Ms. BRowNLEE. Mr. Chairman, thank you for the opportunity to
testify today as part of the committee’s hearing on HIV prevention
education, serving in- and out-of-school youth. My name is Patricia
John Brownlee and I am the AIDS Education Facilitator for Balti-
more City Public School System, in Baltimore, Maryland.

Baltimore City Public Schools receives funding for AIDS/HIV
education through a cooperative agreement vith the Center for
Disease Control, Division of Adolescent and School Health. Re-
quests for funding have been made annually since 1987.

With the funding support from CDC-DASH, a specific AIDS/HIV
prevention curriculum consisting of three lessons ... each level, in
grades 3 through 12, Liave been integrated into a comprehensive
health education program. Baltimore City Public Schools has been
able to initiate and maintain a model AIDS/HIV education pro-
gram, impacting nearly all of the 108,000 students enrolled. Com-

! See p. 102 for Ms Brownlee's prepared statement.

RN

Aol s 3 AT b

g v A by

it
Firdnei oy v




38

municable disease prevention is taught in kindergarten through
grade 2 with HIV infection presented as part of the larger body of
communicahle diseases.

The construction, writing and printing of the curriculum was
supported by CDC-DASH funding. To assure and reinforce the suc-
cess of the HIV curriculum, extensive teacher trainirg has been
provided, through inservice workshops and college courses. Fund-
ing for substitutes to promote teacher attendance at workshcps and
stipends to defray tuition costs have heen provided to teachers
through CDC-DASH funding.

Support and supplemental materiais, videos, pamphlets and up-
dates have been provided to teachers responsible for AIDS preven-
tion education. ’I‘%ese various materials are on-site in each of our
178 schools offering maximum accessibility and motivation for use.
The lessons in the curriculum provide for specific use of these A~V
supports.

Numerous parent and community group presentations have been
made to raise the awareness of the surrounding comrmunities.
Through heightened parent awareness, in-school youth and out-of-
school youth have been reached. Follow-up presentations are on-
couraged.

Reaching out-of-school youth with HIV prevention messages is a
more complex undertaking and requires creative techniques for fa-
cilitation. With support from CDC-DASH, several programs have
been initiated in Baltimore City.

Five Baltimore City public school teachers serve as votreach
workers at the Francis Scott Key Medical Center Adolescent De-
toxification Unit to deliver HIV prevention messages, as well as
safer sex and other health information to the young patients.
These teachers average between 20 and 22 hours per week of in-
struction.

A unique project has been initiated in the community of Cherry
Hill, a subdivision of Baltimore City. Through collaborative effort
between the American Federation of Teachers, also funded b
CDC-DASH and Baltimore City Public Schools, three outreac
teams, consisting of one teacher and one paraprofessional, have
been form.d and trained to present HIV messages to parent,
church and other interested Eroups. This project has been so suc-
cessful, that it will be expanded to other ﬁigix-risk areas in Balti-
more City, using Cherry Hill as a model.

A pilot peer education program Jtilizing 10 students from a Bal-
timore City Health Department “at-risk” youth education group
was successfully initiated during the summer of 1989. The partici-
parts were trained in communication skills, HIV prevention educa-
tion, empowerment skills and refusal techniques. As peer educa-
tors, these students made presentations at sites, libraries and
recreation centers, to well over 800 in- and out-of-school youth.
This program will operate once more this summer, using the same
peer educators as trainers for new r educators. This piogram
will algo be expanded to service in-scgsgl youth in middle school in
September 1990.

aching out-of-school youth is difficult and more costly than
reaching the larger population of in-school youth. For example, the
Francis Scott Key program will cost approximately $20,000 this
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year to service about 250 youth. This is 9 percent of my total
budget to reach a relatively smali number of youth.

The AIDS educatic.. program in Baltinore City Public Schools
has been successful for several reascns. The messages begin early
and are repeated consistently through all grade levels ~/ we con-
sistently teach self-esteem building and self-concept r. sing tech-
niques, our students will be ir a better position to make positive
choices in health, as well as in other aspects of their life.

Most young people do not use their knowledge base to make deci-
sions concerning sexual behavior. It is important to teach our
young people skills that they cen put into action when faced with
compromising situations where & decision must be made.

Giving a definite message about abstinence from risk behaviors
is important. Peer pressure is extremely strong in adolescence. An
unclear message gives no direction and the youth will follow peers,
which may or may not be a healtny path.

A one-time HIV prevention presentation for students is not satis-
factory. Students need consistent, repeated messages about HIV
prevention. Through past experiences in teacher training, it has
been determined that a one-time presentation for teachers is far
from satisfactory. Training must be consistent and cccur often with
an initial “‘dose” and frequent follow-ups thereafter.

In a large system, there is alsn the lack of appropriate personnel
to accomplish mammoth tasks involved in HIV education. There
are also varying readiness levels of administrators and teachers in
dealing with HIV/AIDS information, and differences in perceived
relative importance of the subject.

HIV prevention education works best when integrated into a
comprehensive health education curriculum. There needs to be con-
tinuity so that good health decisions become a part of life processes
and behavior.

Federal, State, and local governments can assist in the following
ways: Mandate comprehensive health as a graduate requirement
for all high schools seniors; mandate that health education be
taught by well-trained health educators; provide incrrased funding
for teacher training; pr.vide increased funding for instructional
support materials due to rapidly changing information about HIV
infection; provide financial support for activities targeted te reach
minority and out-of-school youth, and provide additional financial
and technical support and opporiuaity for networhing with nation-
al organizatious tr; existing HIV prevention programs.

In summary, CDC funding, technical assistance and networking
support provides the impetus for school systems to pruduce viable
HIV pre-rentin programs for both in- and out-of school youth. As-
sistance in these areas from CDC-DASH has been instrumental ir
Baltimore City Public Schools' HIV education effort for both in-
and out-of-schino! vouth and the community ac-large.

Thank you.

Chairman GLENN. Tnank you very much.

Ms. Fraser. would you go ahead, please?
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TESTIMONY OF KATHERINE FRASER, PROGRAM DIRECTOR, AIDS
AND COMPREHENSIVE SCHOOL HEALTH PROGRAMS, NATION-
AL ASSOCIATION OF STATE BOARDS OF EDUCATION, WASHING-
TON, DC.!

Ms. Frasgr. Mr. Chairman, I am Katherine Fraser and I am Pro-
gram Director of the AIDS Education Project for the National As-
sociation of State Boaids of Education. I am pleased to be herz
today to talk to you about what our organization, as one of the na-
tional organizations that CDC is funding, is doing to promote AIDS
education.

We assist State Boards o Education, the policymakers who are
charged with outliniug the response of State Education Agencies to
the AIDS epidemic. We provide direct, on-site technical assistance,
we produce publications that help in policy development, and we
help provide national leacdership about the AIDS epidemic and the
health crisis underlying it.

Our State Board of Education members believe that AIDS is part
of a bigger issue that concerns other health problems of our young
pecple. They are concerned that health problems are interfering
with students’ ability to learn, their motivation to graduate from
high school, and their readiness to take their place in the world.

Teenagers who are depressed, who are alienated or taking drugs,
or who feel like they have no future sre at risk of school failure.
For us, this means that schools need to be much more involved
than they ever have been in the past with supporting the health
and emotional well-being of students. Many people will disagree
with this idea, because they will think that the school’s role is to
strengthen academic achievement and not stray into the lealth
field. But we believe that schools must be partners with families
and communities in doing this.

With CDC support, we have formed the National Commission on
the Role of the School and the Community in Improving Adoles-
cent Health. The Commission is composed of leaders in health, edu-
cation, the media and business and will issue a report to tne
Nation with concrete recommendations on June 8th.

Also with our CDC grant, we have become a national and an
international center for information about AIDS and education.
Last year, we produced a publication, “Someone at School Has
AIDS,” that has been requested by 17,000 organizations and indi-
viduals in the past 6 months. It has been the basis for many State
and local policies for people with AIDS that are medically correct
and compassionate.

We =also help States develop AIDS education policies and,
through our surveys, we have learned about the impa~t of our
work. In the summer of 1987, seven States required AIDS educa-
tion. Now, in May of 1990, that number has inc-eased to 30 States
and the District of Columbia.

I want to tell you that I have been working closely with the Cen-
ters for Disease Control and the Division of Adolescent and School
Health for 3 years and I think their program is first-rate Like any
innovative new program, it has had its growing pains, especially

! See p. 107 for Ms Fraser's prepared statement.
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since it was dealing not only with a public health issue, but a very
emotionally and politically charged issue in the States.

As the program progresses, I have two main recommendations
that would address the problems that are reflected in the GAO
report. First of all, that CDC continue to draw upon its national
organizations and the strength that it has built there, to educate
their constituents in the States about the importance, for example,
of conducting surveys, of making sure that 11th and 12th graders
are educated about AIDS, of making sure that rural schools are
giving AIDS education, and to support teacher training.

I would also suggest that, as CDC continues to strengthen State
education agencies, that it also build links with other State agen-
cies and with legislatures and governors. Many States that have
made a very stro..g commitment o providing AIDS education have
had the support of their legislators and governors. It is these
people whose hearts and minds must be won in order to develop a
comprehensive approach to this epidemic.

I want to thank you for your leadership on this issue. It helps
organizations like ours and it has been a pleasure to be here.

Chairman GLENN. Thank you, Ms. Fraser.

Ms. McDonald.

TESTIMONY OF SANDRA McDONALD. FOUNDER AND PRESIDENT,
OUTREACH, INC.,, ATLANTA, GA!

Ms. McDonaLp. Thank you very much, Senator Glenn, for giving
us this opportunity to come before you.

I am -esident and Founder of an organization called Outreach,
Inc, ot atlanta. It is a minority community based organization
formed 4 years ago to address the needs for HIV education of the
minority community. It is the first mtaority organization started in
the State.

We use traditional and non-traditional approaches to previde our
education and on our staff we have 15 recovering IV drug users
and five persons with HIV disease. We have an in-school and out-
of-school program and I would like to talk a little biv about what
we have seen with our out-of-school activities.

You asked earlier what works and what does not work and, in
my tew minutes, I am just going to address that. What works is
peer-to-peer level education; what works is David's testimony that I
am 19 and I am HIV positive; what works are rappers who are
voung leaders, football players in their schools who are looked up
wc by other kids, who will say it is not cool to do this, you really
need to krow &’ out AIDS.

What does not work are programs designed by adults for teen-
agers who have no feel for what is important to them and what is
not; what does not work is just “don’t say no,” bec2use no is not in
the teenagers’ vocabulary, plus it is not in wir vocabularies, so
what we expect of them is not what we do ourss:lves

What I often have to remind myself and others is that the kids
that we are calling teenagers ay were borp in the seventies,
when those of us who were in our twenties and beyond experienced

! See p. 111 for Ms. McDonald's prepared statement.

P P P s B

v
" b

’
ky
N4
%
£
]

- e

AR

R R L T




42

our sexual revolution. So, what they were able to see and what
they were able to put back to us in the sexual revolution or drug
usage, it used to be very popular in the hippie generation to smoke
dope publicly. These kids were 2 and 8 then and they remember
those kinds of things, or parents who drink all of the time. If those
kinds of messages, that that is what you see at home, it is very dif-
ficult to go to a school setting and hear this boring lecture about
just saying, no, because you do not see anybody practicing no. In
the seventies, we were not using condoms. Our kids are just getting
exposed to condom use, how to use them and all.

What works is talking straight. What one of our problems is the
restrictions that we have on Federal money, to not be able to talk
to kids on their level, to not be able to use culturally sensitive
slangs which might be our only way of getting m es across. It
would be just like killing me to go on the streets of DC, where it is
a high drug usage area and speak French, if I am not allowed to
talk the ways street kids accept and understand the waiI talk, if I
do EOt look like they look, if I . o dressed in this suit, that will not
make it.

So, what has worked is using peer-level educatioz in all ranks
and I will be very glad to give you some follow-up information in
w.iting on what has worked and what has not worked. Let me tell
you that we have seen some definite change in behavior. We first
started and it was a joke to even try to give a young black youth a
condom. We now distribute 1,000 condoms per night just in our
little program.

What also works is the credibility and trust that you get if you
continue to go back. Please let me say about finishing, that it is
just not enough to provide the education, no matter how much you
provide in education. We have to take the next step ard help
peopie learn how to change behavior and that is the tougher job.

Thenk you.

Chairman GLeENN. Thank you very much.

Mr. Coburn.

TESTIMONY O¥ JAY H.S. COBURN, DIRECTOR, SAFE CHOICES
PROJECT, THE NATIONAL NETWORK OF RUNAWAY AND YOUTH
SERVICES, WASHINGTON, DC!

Mr. CoBURN. Chairman Glenn, my name is day Coburn and I
direct the Safe Choices Project for the National Netwack of Run-
away and Youth Services. I am here representing the National
Network of Runaway and Youth Services and over 900 community
based programs that serve the thousands of young people living
without the suppart of our-schoris and other institutions. The Na-
tional Network of Runaway and Youth Services educetes and as-
sists the Mation in providing support aud services for high-risk
youth and their families, so they may lead safe, healthy and pro-
ductive lives.

Thank you for the opportunity to speak. i would like to briefly
talk about why high-risk youth are at the greatest risk for HIV in-
fection, descrii;e our CDC-funded Safe Choices Project and discuss

1 Soe p. 118 for Mr. Coburu’s prepered statement.
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what we have learned in working with CDC’s Division of Adoles-
cent and School Health on HIV prevention initiatives.

So, why are adolescents at the greatest risk? Adolescence is a
time of experimentation for most young people, as they assert their
independencr from parental figires and begin to explore new ideas
and behaviors in preparation for adulthood. Unfortunately, this ex-
perimentation includes early sexual activity and alcohol or drug
use, placing youth at risk for a variety of health problems, includ-
ing HIV.

Youth at highest risk for HIV infection face the same develop-
mental challenges as other youth. They experiment, test limits and
believe they are invulnerable. Hovever, they are moving into
adulthcod without guidance. They are isolated from institutions
such as families, schools and doctors that provide HIV prevention
messages.

Runaway and homeless youth are particularly vulr. rable. Life
on the streets appears to be the most viable option for many ~¢ the
estimated 1.3 million youth who have fallen through the cracks of
an overburdened child welfare systems or who have fled abusive
families. These young people are black, brown and white, their
families are affluent and poor, many have been abused and be-
trayed by adults. They are distrustful and have been emotionally
battered.

In fact, 40 to 60 percent of these young people have been phys-
ically or sexually abused. They lack self-esteem and turn to drugs
ard alcohol to fit into the street scene and escape their pain and
sense of hopelessness. Many are the survivors of sexual abuse.
They have yet to learn the difference between intimacy and sexual-
ity and engage in sex, when all they really want is someone to hold
them and take away their hurt. Their lack of education makes sur
vival sex or prostiti _.ion one of the few weys to earn a living.

Runaway and homeless youth often lack HIV prevention infor-
mation, the negotiation skills necessary to practice safer behavior,
and access to condoms or bleech to disinfect needles. Too often, de-
pressed and demoralized, these youth lack the will to save their
live s through less risky behavior.

Getting young people off the street is bottom-line HiV preven-
tion. Also, street outreach and youth emergency shelter programs
are the point of access for many of these high-risk young people.
With resources and training, these community-based organ.zations
are strategically poised to help young people change their behavior
to make them safe from HIV infection.

So, what are we doing at the National Network to provide train-
ing and assistance to these community based organizations? Our
Safe Choices Project has received funding from DASH for the last 3
ggars. The project’'s goal is to expand HIV prevention activities

nefiting out-of-school youth. Working with community based
groups nationwide, we provide educational materials, training and
technical assistance and public information.

Our Safe Choices Guide is the central component of the project
and is designed to help youth serving organizations develop HIV
policies and staff and youth HIV prevention education programs.
Final ai)proval on the text of the guide was received from DASH
on April 27, and the guide will be distributed free to over 340 feder-
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ally-funded runaway and homeless youth centers and other yor °
serving agencies nationwide.

Workshops and training seminars are held throughout the coun-
try to alert youth workers to the impact of the epidemic on young
people. So far this year, we have reached 400 youth workers, teach-
ers and other professionals. By October 1, an additional 300 youth
workers in each of the 10 Federal regions will have participated in
our 2-day intensive training.

We also provide technical assistance and a toll-free hotline to
provide assistance in developing programs and finding materials
for professionals serving at-risk youth.

So, what have we learned from working with DASH on HIV pre-
vention initiatives? Effective HIV prevention for all youth must
provide information and skills. Teaching young people about how
the virus impairs the immune system will not help them if their
partners refuse to use a condom. Young pecple need refusal and
negotiation skills and explicit information, if they are to reduce
their risk.

A recent study found that at-risk youth lack negotiation skills
and, despite a high level of knowledge about HIV infection, contin-
ue to engage in high-risk behaviors with raultiple partners. Suc-
cessful behavior change intervention requires 10 one-hour sessions,
providing explicit information and skills training. Local communi-
ties need highly skilled trainers to work with these young people.

Numere*'s Federal agencies within the Public Health Service, in-
cluding .,ASH, NIMH, and NIDA, fund agencies serving out-of-
school youth. However, there is not enough coordination between
agencies nor is there enough sharing of resources snd model pro-
grams.

To address these difficulties, we recommend that more funds be
made available directly to community based organizations, to pro-
vide you..g people with intensive training necessary to initiate and
sustain behavior change, and to national organizations who can
provide training and materials to local organizations.

We recommend that the CDC modify current restrictions on the
content of HIV prevention messages, to be consistent with the
Cranston Amendment allowing the use of targeted materials
proven to be effective by public health experts, even though they
may offend some audiences.

We also recommend that PHS increase coordination among Fed-
eral agencies making HIV prevention grants to community based
organizations targeting out-of-scl:00l youth.

I would also like to comment on the placement of the out-of-
school youth initiative at CDC. As you know, the initiative is now
based within DASH. At first glance, the wisdom of making the de-
partments of education responsible for students who appear to
have left their system may seem questionable. However, practice
yields other conclusions.

First of all, the boundary separating in-school and out-of-school
yourh are permeable. Youth may be in and out of school over peri-
ods of time, for a variety of reasons.

Secord, schools know young people and the technologies that en-
hance their learning betts.r than any other system. Young people
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in trouble need to be served by systems tailored to meet their de-
velopmental needs.

Health departments, homeless shelters or drug treatment pro-
grams dwigned for adults are inappropriate fsr adolescents. Minors
are often denied services at adult oriented programs and if they
can be served,"they are often exposed to the influence of very trou-
bled adults: -

Also, as schools respond to the crisis in education and train the
workforce of the future, adolescents who have left school need en-
courﬁement and help in reconnecting with the school system. The
DAS 7 am reinforces this involvement.

Finally, DASH’s initiative is resulting in some unique and effec-
tive partnerships between public agencies anc community based or-
ganizations. Some examples of these collaborations include, in Sen-
ator Koh!’.. home State of Wisconsin, the Department of Public in-
struction funded a training conference for runaway and homeless
youth programs, using CDC funds and conducted by our ste’¥.

We have provided technical assistance tv 24 State teams of
public am:ledprivate agencies at three DASH-sponsored conferences
for State education agencies. Next Sunday, Monday enu Tuesday,
in your home State of Ohio, we will be training 40 youth workers
who will attend a 2-day training provided by our project. They will
be joined by representatives of the Ohio Depertment of Education,
the American Medical Association’s DASH-funded Youth HIV Edu-
cation Project, as well as a program officer from the AEtna Life &
Casualty Foundation, who is interested in funding HIV prevention
for high-risk youth.

However, these collaborative relationships need to be expanded
and DASH should continue to require education agencies to work
more closely with community-baged youth-serving agencies. Some
State education agencies still lack expertise for reaching out-of-
school youth =nd DASH should use its six national organizations
serving these youth, to provide technical assistance to education
agencies.

We recommend that CDC’s HIV prevention efforts targeted at
out-of-school youth continue to be coordinated by DASH, that
DASH should require education agencies to more gress. .ely work
with community based agencies reaching out-of-school youth, and
that DASH should increase funding for natioral organizations that
work with constituencies serving out-of-school youth, enabling us to
provide more comprehensive technical assistance to SEA's snd
LEA’s. These ground-breaking partnerships will ultimately benefit
out-of-school youth by teaching those who work with them how to
provide HIV prevention and by teaching educators the needs of the
out-of-school gouth and how to best reach them.

Under DASH’s and the Federal Government’s leadership, com-
munities are finally banding together to address the myriad of
problems facing high-risk youth and their families. It is our recom-
mendation, Senator Glenn, that DASH’s efferts should be contin-
ued and strengthened. Thank you and we appreciate your leader-
shgx in drawing attention to this issue.

hairman GLENN. Thank you all very much.

I have two pages of ?uwtions here that I am not going to be able

to get to. What we will do is send some of these to each one of you
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or maybe the whole works to all of you, I do not know. We will
break it down somewhat, and. we would ask that you ‘respond .for
the record, .please, because-I do have to go:to the,‘ﬂoot. I.have a
~ommitment over, there and. I im.sorry we:do not. haye _time for.
more questlons this morning: . you -would. respond. t0- these,~we
would appreciate it very much and your response will’ be cluded
. in_the record as part of the hearing, 5
I am sorry 1 do, not;have time:to; etxck around and talkmth some .
of you-a-little bit more-hiere this: mormng
David, I wanted to.talk. with" you-in.: particm&!', a: httle bxt about
this, but I do have to go over to'the:floor..
Thank you all very'much for:being here - vnommg The Com
miie will stand'in recess, subject to call of the Chair.
[Whereupon, at 12:00 noon, the Committee was in. recess, to re-
convene subject to call of the Chair.]
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Most American teenagers heve recaived essential information on the
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causes of AIDS and hov to ninimize the risks of becoming infected .. »"'i'
with Hiv. However, GAO found that there still were gaps in the T
provision of AIDS education. o
In reviewing the school-based HIV education program nationwide, "',.{
GAO found that - ;g_—?:
’ -- Two-thirds of the nation's school dis.cicts offer HIV "

education;
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~- smaller districts were less likely to provide HIV education;
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== HIV education is not provided at all levels, particularly in
the upper grades, where the likelihood of sexual activity is

IRs

A greatest; §
H -- essential planning and monitoring data on students'’ '.:3
knowledge, beliefs, and behaviors are inadequate: and i
“ -= teacher training is often insufficient or lacking. o
§ In reviewing education programs targeted at high-risk, out-of- 3
v school youth, GAO found that -8
bd -
-- CDC's Division of Adolascent and Schcal Health has been slow ~
2 to address HIV education noeds: 3
M Py ¢
~- the Divisi.n has primarily funded education agencies and the K
¥ resulting out-of-school activities have been linited: X
< -=- the Division plans a new initiative to fund health "
; departxents to reach out-of-~school youth that potentialiy .
i duplicates another CDC Center’s approach. e
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Hr. Chairman #nd Menbers of the Committee:

I am pleased to be aere today to discuss our revisw of sducation
prograns faor youth designod to limit the fpread uX the human
1)n;nodoticioncy vizus (HIV), which causes acquired.
izmunodeficiency syndrome (AIDS). We foctused our work on the lead
federal effort-~-the HIV education program run by ‘he Rivision of
Adolescent and School Health (DASH), within the Centers for Disease
Control (CDC). Without a human vaccine or cure available,
education is the primary weapon agains’. the profound medic.l and
social costs of the HIV epidenic.

Most Americar. eenagers have received essential information on the
causes of AIDS and how to minimize the risks of becnming infected
with HIV. However, there still are gaps in The prwision of AINS
education. For example, AIDS education drops off sharply in tho
11th and i2th grades, just as sexual activity tends to increass.

In addition, students in smaller school districts are less likely
to receive any AIDS education. PFurthermors, AINS education efforts
are most clearly deficient vhere they are most clearly needed--in
the high-risk out-of-school population, which °‘ncludss runaway and

hozelass youth.
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DBACRGROUND

Many young people are engaging in sexual behaviors znd drug use

that place them at rigsk of HIV infection. Although few teenagers
have AIDS, about 20 percent of pecple with AIDS are in their 20s.
Because HIV's median incubation period is estimated at nearly 10
years, many of these people were infected with HIV while they were

teenagers.

CDC has the lead responsibility for federal HIV elucation efforts.
Its Center for chronic Disease Prevention,and Health Promotion,
responsible for HIV education for school-age youth, initiated a
nationwide HIV education program in late 1986. DASH, whith is
within cthis Center, provides technical and financial assistance
through cooperative agreements to state and selected local
education agencies and national organizations. These cooperative
agreements are designed to nelp schools and agencies serving both
in- and ocut-of-school youth develop HIV educaticn programs. The
education agencies and nacional organizations then desiga angd

operate their own programs.

CDC allocated $136 million of its fiscal year 1987 budget for all
AIDS programs. Funding increased to about $438 million in fiscal
year 1990. As shown in figure 1, about half of these funds were
used for prevention activities, such as counseling and testing,

health education and risk reduction, and minority initiatives,
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which are administered by another cpC cozponernt, the Center for
Prevention Services. About 10 percent of CDC's overall AIDS

funding vas targeted apecifically for youth education activities
in DASH.
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COC Funding ol AIDS Programs
(FY 1900)

My testimony today will cover DASH's efforts targeted to both in-
school youth and cut-of-school youth, which includes runavays, the

honeless, nigrants, and incarcerated youth.
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YOUTH IN PUBLIC SCHOQLS

First, I will discuss efforts to provide HIV education to students

in public schools nationwide. HIV education in the school setting

attempts to give students the knowledge and skills ‘.hey need to
avoid HIV infection. DASH focused on public schnol students
because most youth are in rather than out of school. Also, it
reasoned that HIV education provided in the school system could

influence behavior before youth dropped out of school. oOur

information is based largely on a telephona survey of a naticnally

representative gumple of school district officials.

at All Grade Levels

CDC recommended that students at every grade level receive age-
appropriate HIiV education to expand and reinforce knowledge.
However, only 5 percent of school districts required that HIV
education be provided at every grade level. Coverage is most
extensive in the middle grades and less so in the upper grades.
As f{igure 2 shows, only 15 percent of school districts providegd
HIV education in the 1l1th and 12th grades. This is troublesome
because sexual activity is likely to increase at these grade
levels. School district officials told us that already crowded
curricula restricted their ability to provide HIV education at

every grade level.
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Timing of 'Y Gducatien

Two-thirde of public school districts nationvide raquired that Hiv
education be provided at some poirt in grades
the 1988-89 school year.

7 through 12 during
Of the districts that did not require HIV

education, most were small, enrolling fewer than 450 students.
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Data Ar= Inadequate

For programs to sat priorities, evaluate success, and imprcve
operations, they must collect data on students' HIV knowledge,

beliefs, and sexual and drug use behaviors.

However, over 80 percent cf récipienmt . of CDC funds did not

collect this ecsential information. Only 11 percent of recipients
met CDC standards for generalizable surveys dealing with students
sexual and drug behaviors. CDC officials stated that essential
information was not collected because this was thc first program
year for many states, and some lacked staff to conduct surveys. In
some cases, recipieats could not obtain state or local
authorization to ask questions about students' sexual or drug use

behavior.

Teachex Training Is Often
ftic

Training for some HIV teachels was absent or often insufficient.
cDC has not set any standards for the amount of training - 3juired
to effectively teach about HIV, but educational authorities with
whon we consulted recommended at leas’ 12 hours of HIV training.
One-fifth of HIV tea.:hors received no specialized training. The

remainder received some training, but it was oftan less than 12
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hours. That is, teachers ii two-thirds of the distric:s received
training of 10 hours or less, with a median of 7 hours, Most
school district officials we talked to wanted to provide more

training to theiy HIV teachers.

QUT-OF-SCHOOL YQUTH

Now I would like to turn to the status of HIV . jucation for out-
of-school youth. These youth are espaecially vulnerable to HIV
infection because of the extraordinary 3tresses in their lives,
their psychological problems, and the resulting high-risk sexuul
and drug behaviors they are more likely to engage in than »ther
youth. Providing HIV education to thesa youth is adifficult
bacause they often are hard to locate and resistant to prevention
ressages. HIV edu.ation programs targeting out-of-school youth
should provide information on HIV transmisaion and pravention and
the skills to change high-risk behaviors. These prograps are ncst
effective when linked to others that provide for basic needs, such

as food and shelter.

DAS: Slow to Address
Qut-of-School Youth

DASH h~_. Lwen slew to address the HIV education needs of out-of-
school youth. Cooperative agreements with education agencies

generally included funding rYor both in- school and out-of-school
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youth, but DASH initially targeted efforts ¢to the larger, easier
to reach, in-school population. DASH provided no specific

guidance on how recipients should approach out-of-school youth.

.

Nor did it specify what portior. of any particular cooperative

agresmont was to be spent on out-of-school youth.

State and local education agencies, the primary recipients of DASH
funding, are not geared to serving out-of-school youth. These
agencies raceived awards averaging less than $300,000 to meet the
needs of both in-school and out-of-scheol youth. Most of the
funding was used for in-school programs. Akcut 5 percent of the
funds awarded to education departments were used to fund out-of-
school youth programs. DASH also funded six national
organizations to target their efforts to out-of-scho:sl vouth.
These organizations rezeived about 5.6 percent of total DASH funds

for youth education.

DASH-Funded Edycation for
Qut-of-School Youth Is Limited

DASH-funded HIV education efforts for out-of-school youth are
limited. Few of the funded education departuents targeted out-
of~school youth for any HIV education services. Servicas needed,,
but usually not provided, included direct contact with out-of-
schonl youth and design of appropriate HIV .ducation materials or

curricula. Recipiencs said this happened in part b.cause they
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. . lacked experience with these youth and the organizations that B

serve them. Moreover, those education departments that funded ;‘;’

Ei". ;3,
: sfforts outside the trzditional school setting primarily ta- jeted R

if * tesnage parents or problem in-school youth, rather than honmeless ;

; or runavay youth. ;»{

: {':.'E

Ry Relving on Health Dspartments DASH Plans to Exnand Program

Bacause these efforts did not effectively serve out-of-school

N youth, DASH plans to fund six lccal health departments or other ¢

- local agencies to serve as focal points for adolescent education ‘

. activities. These designated agencies will coordinates ccmmunity "s»

»

HIV education efforts in high-incidence citiss. Another center in H

: N

CDC, however, has a similar effort underway to educate high-visk

youth, i

»

! CRC's ianter for Pravention Sezvicas

x Also Punds Health Departrents to "

’ Targat High-Riss Youth

. :

' The Center for Prevention Services alsc funds prevention programs

5 ‘ol

’ in health departments and cozmunity-hased organizations for =

populations at risk, including out-of-school yowth. Thess 3

%

include: (1) state and lucal health aepartasnt prevention programs ’i?

) to support Health Education and Risk Reduccion activities and ;

%

special Minority Iniriatives, (2) AIDS Community Demon: tration ’y
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Projects to conduct research on comnunity HIV education strategies,

AT 7 wsa ety n e

and (3) community-based organizations developing HIV prevention
prograns for minority and high-risk groups. We believe these
programs potentially duplicate DASH's initiative to fund health
dapartmenis to target out-of-school youth. Considering the urgeut

need to reach these high-risk youth, it may be preferadle to

VTS F gyt 7 h v g L8 By

concentrate efforts where the system is already .n place to reach
this high risk population, rather than waiting to develop a new

initiative.

s faTpt v st

s

RECOMMENDATIONS

3 Concerning youth in public schools, ve are recommwending that the
Secretary of Health and Human Services require the Centers for
Disease Control to (1) take a leadership ~ole in developing
approachezr to extend and reinforce HIV-related education for 11th-
- and l2th-grade studcnts, (2) work vith state education agencies to
. assist smallaer school districts in overcoming resource or community
: barriers that praevent them frox offering HIV education, (3) ensure
that state #nd local grantees collect adequate survey data from
students to evaluate and improve school-based programs, and (4)

develop guidelines for the training of HIV teachers.

Concerning out-of~-school youth, we are recommending that CDC

consider whether the out-of-school youth component of DASH should

10
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be merged with CDC's exiating pravention pPrograms within the

Center for Prevention Ssrvices. . e

This concludes my statement, Mr. Chairman. I would be happy to
ansver any questions you may have. ‘

11




O

ERIC

Aruitoxt provided by Eic:

Uniss: Soetoe
Gemeral Ascouniing Ofce
Weshingien, D.C. 30548

Namea Becoarves Bivielen

June 26, 1999

the Honorsble John Glenn

Chsirmsan, Committee on
Governmental Affairs

Unived States Senste

Dear Mr., Chsirman:

these sre our responses to ths followup questions for the
Msy 3, 1999 hearing posed in your Msy 24, 1999 letter.

Question

1. Should CDC officisls make sn effort to meot with the state
or isocal suthoritiss and parent groups which msay be
opposing the collection of this data, or would
encouragement be better received if it cexe [rom sn
organization like the National Association of State Boarde
of Education (NASBE)?

Answer

We believe ttat CDC giould use both approaches to ancourage the
collection of data on the knowledge, beliefs, and behaviors of
students 1. ovder to sllow sdequste eveluation of HIV educstion
progrsns. Th.t ie, COC officials should make personal appeals
to groups opposing such deta collection while also enlisting
the support of educetional organisetions to appeel to these
sape groups.

question

2, whst is your reaction to CDC's fear thst setting a minimum
stendard for HIV teacher training becomes the maximum, snd
no sdditional instruction will then occur?

Answer

Our findings on the very low number of hours of tescher
training providsd indicate thst some standerd is necossary,
oven though it may be preliminsry and require edjustment at a
later date when CDC's research efforts provide new information.
Given the large share of teachers with little or no training.
it is important st this time to set s 2inizmus stsndsrd to get
the most essentiasl information to sll teachsrs dealing with
AIDS.
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DU Question kY
f- 3. Do you believe that CDC should specify in the funding
b documents what portion of the funds 3hould be spent on out-
A, of-school youth?
E Answex
f We do not believe that CDC should require a specific
2 percentage for out-of-school youth in funding documents.
. Rathevr, it would be preferable to encourage gut-reach to this :
< population and to fund organizations likely to serve thenm. %
L )
i’ Question 3
: 4. Last summer, I received GAO's Report documenting staffing §
H and funding problems at the Center for Prevention Services. Q
s Should we really be adding additional responsibilities ]
i concerning out-of-~school youth to that Center when we %
. already know there have been problems jin its program for %
. educating the general population? ii
; Answer %
X - 4
’ CcbC officials have informed us that past staffing shortages .
: have been alleviated. 1In addition, we believe that out-of- 3
. school youth would be more quickly served by relying on the 3
. Coater for Prevention Services that already has a system in -
) pPlace to serve thuse type of youth and has a much larger budget o
) to do so. B
i Questions from Senator Sasser: ?
4
Question "4
1. Do you believe that rural school district officials have -
. access to the latest Zfacts and figures, which show that, in 15
! many states, including my home state of Tennesseco, AIDS -
: ctses are rising most rapidly in rural areas? ?
ADE e ;
While we have not interviewed rural schnol district officials ¥
about this specifically, {t is quite possible that such Re
officials may not have AIDS data for various reasons, either R
because they do not perceive a concern about HIV infection in P
their arez or because health data are not easily accea=zible in Y
their locations. of
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Question

2. It is clear from your ttimony that many small rural
school districts do n squire AIDS education. Doyou
believe that *his msy u= in part to the psrception, which
is in my view inaccurate, that \IDS is a big-city problem,
and not something that rural communities have to be
concerned with? Ry

ST,

LIS

Answer ) ;

x

¥We found that many small school districts do not toqu!ro HIV
education. Scma Of these district orxzxiclals did say that such
education was not perceives as immediately necessary in thair
locations. However, it 'is important for these-communitiea to
becuome concerned and initiate HIV.aducatior, as many of:the
taenagers: from thase srzeas will saoon move to large urban areas
zh:ro :hoy will need the knowledge and skills to avoid HIV
nfecticn,
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Sincerely yours,

i Mark V. Nadel ‘%;

ﬁ- Associate Dircctor, National and
: Public Health Izsues
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0: sz, Jon Glema
* . United States Strnate
Cxmitice on Gover mental Affrirs
washi~gten, D.C. 20510-6250

FROM: Ms Delores K. Duvall
Warren Faston Fundament2) High Zrhool
3019 canal Street
New Oz}~+as, LA 70:19

Daay Ssnator Glemn:

In rucponse to your letter dated April 11, 1990,
epply you vith the 1nformation Yol have raauested.

0
as

[}

horough and concise as PoSsible.

-

1 am most
1 vill sy %0

happy

e

Here :n Nev Orlaans we sry very hard to Keep our teachers uplated
on inforration concernang HIV ang AIDS. While the

Control has incressed 1ts funds for such education,

there 1s yet insufficiant funds to reach all of the Schooli-2ped Youths in

Centers for Diseage
1 am cichzartened that

ovr state. Becouse of the lack of funds, our schools canhot supply., what
1 fu3l, the nastessary Work-shops or katerials needed to €0 the best job

pessible. 1 do vant 0 give you som: back-ground informst

jon on the

<ovisiana Educaticnal System and .aen tO share vith vou vhat we have tried

<o 60 in Nev Orleans. 1 will 21so hen tell You whee
circumstences, to reach students and the methods I use.

Tirst, (here are 28 Junior zad Mi“dle Sthools nd 29 Semacr

1 do, under the

rign

Schoals (Public'. we are speakang of 33.000 students betvecn the 7ib and
10=h grades. There are zpprocimetely 10.00C l1th 2ndé 12:h greade students.
This 15 significant because the teaching of AIDS usuzlly £311s under the
Frvsical Education and Hezlth Depariment and eur 1lth an¢ 12th grade syudents
2re not resuirdd to iake Paysical fducation 2nd Health. Our students 2re

cnly reacired o ke 2 vears of Faycical ZGucation 2nd gealth and

wnLs iS

Sone usuzi:y in R Sth 27d 1Cth grades. Now 1f our 9in 2nt 10th graders
Suzseruently, these students

cnocse  in some Schools, they mey iige ROTT.
are lost to us.  The

need € 233
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Zducation Teachers and 97 of cur AZapted Parsical Esucatlln Teacirnrs are -

certiiied For some reason. of which I am not surc, our vetter teachers
sex to leave the classroom and move into A¢- imistrztion. Meybe thas
occtrs because of the frustraticn of not being ablc to reach rore students.
and the poor salary teachers are paid in louis:ana. I, ¢a the other hand,

feel that I am desperately needed in the classroom. I feel my students .
“truly need m2 and I love what I do. Here in Nev Orleans, we have vhat ve call

2 STAT Program (students teach'ng AIDS to students. These studeats aze
Mediczl students frocm Tulane Univers:ity and Louis.anz State University).
There are other organizations that we call oa to help disiminzte AIDS

informaticn, such as the American Red Cross. Flanned Parenthood, ~_hoo!
Nurses that are in artendance cne-h2lf day :n every scnool, the .aiicns!
Clear:ng House for AIDS. the Nat:on2l FTA 2nd the American Foderution of

Teachers.

Seconc. the teachers :n llew Orleans mus:t be creat:ve, taovledgeasle,
and iove thut they are doing. They mst be willing tc seeX inlormmwsicn

see that this in:ormation “nts hore*. The vork-shops that have been
available. and thare "ave been sin this schocl year, have not reached a1

o7 our teachers because they cannot D2 excused from their nthool %0 o.:end
ther Marte one teacher from each school will gel 0 2itend postibly four
cut of <he six, if ther are lucin. These vork-shops are usuzlly of 2 one &3y
duration. Svbst:tutes have o be obza:ned and pid . Comsidering the
salary for the staff of these programs. Koney pecomes a2 problem.

vou som2 Of the fliings thas ! have
prograr 2t harren I2stc such 2
on the State hritor~2 Committee <or oIS

—-——

C that has mad

use any thet o think m2y vork. @ have ooster contests, these
Dosiers are placed in ever) classroom. on the -wlils and :r our Labriny
T flood cur g With apformaticn. Last year my sel. edacation clast
put €1 2 piny that was written and perfommad oy m students. Tms pre-
sarietron e Celivered before the entire student body and videosd = our

2 2

r12e2 Clux This tape is in our Libranm and freguently veod M cur faculity
2 8:is =gt atiending Warre- Zastom 2t the ~im2
< tnis 2ne of our play Thus has oeen 2
N2Vve boorowes S.rotape. This vear m o€

<
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¢

to, prevent the spread of HIV and'AlDS.

I am looking forvard to our meeting and thanks again for this
special opportunity.

Sincerely,

Incl: List of Library Resource Materials
arnd Teachar Rmeou:ces_ available to
the Bw Orleans Teachers

Aruitoxt provided by Eic:

to eradicate misconceptions and vrong inforwaticn xust be the start if ve
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United States Senate Committee on

Governmental Affairs
May 3, 1990
Mr. Chairman and Mermbers of the Comaittee:

I am ¥Wanda Wigfall-willianms, Director of the Mational Initiative on AIDS
~nd HIV Pravention Among Adolescents for the Certer for Population
Options, and I ar pleased to represent CPO in discussing our efforts to
prevent HIV infection and AIDS in school~aged youth. CPO’s national

initiative is funded, in part, by the Centers for Disease Control.

The AIDS and drug epidomics are gaining ground. Approximately 20% of
reported AID> cases are of people in their twenties. The long incubation
period (up to i0 years) for the 'irus indicztes that many of these people
were. probably infected with HIV during their teen years. Althouvgh
adolescents zake up less than ore percent of the total number of AIDS
cases, tile Centers for Disease Contrcl reported a dramatic «2% increase in
the nunber of adolescents -iiagnosed with A1DS batween July, 1988 and
August 1989. Tragically, these staristics reZer only to young people who

have devalonsad AXDS, not the unknown numbersg of teens who z.e seropositive
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aud asymptomatic. Risk-~takiag behaviors {ex,urimenting with drugs and
engaging in unprotected intercourse) can result in deadly conseguences.
The need fcr HIV prevention and AIDS education is great. In ow nation’s
capitol, one in 300 adolescents testnd positive Zor HIV (Children’s
Hosgpital, 1988). Yet, focus groups with area teenagers conducted by the

Center for Population Options (CPO) fow.«d that while t2ans are aware of

MR v pcny

HIV and AIDS, many do not perceive thew _..ves at risk o? becoaming

infected.

It is difficult to project the exteat to which adolescents en¢-ge in
activitias that place then at risk for infection with HIV as well as other
sexually transmitted diseaszses. Howsver, teen pregnancy rates can se.ve as
ona measurce of sexual activity -- one of the highest risk behaviors .

Approximately 1 million teenage woman becode pregnanc cach year.

Parents, teachers, religious leaaers, policy makers, health educators and

you** have a responsibility to address this epidenic. The Center for

Population Options has developed a comprehensive progvam focusing on

reproductive health, health prozotion and "life planning" for
adolescents. In order tc reach yo: °g people with motivating messages,

practical information and accessible services, CPO:

approaches young people from a diversity of concerns and

porspectivas with reality-dbased, sinple messages;
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. works through national, state and coamuaity-based organizations

to reach the largest numbers of youth, partioularly those at
qreatest risk;
. encourages multidimensional programs wiich provide formal and

informal information and ccagreRensive health services;

L] creatss nv programs if nesded and evaluates existing ode to
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ensure that models arc availadble to youth-serving profeasiocnals;

H

aad
. assists opinion makers to reinforce »essages and palicy makers to

support programs which prevent infsction with NIV and other

Fot S ptrsdins nipate Sy o

\

[
R

sAXually transaitted diseases.

-

7
Pear education can be a powerful approach to education for adolescents. i
Huzerous studies ha.s dexonstrate: that teens ara more likely to ask their ,
friends than an adult for inforpation on a variety of topics, including t
health and sexuality. Often, peers are not only the main source of f
information for each other, thaey also are the most influential in their “
ability to shape others’ behavior. The peer group is the primary ;
reference for values and bebaviors. In a focus group study conductsd by :;x
CPO, inner-city adolescents said they would most likely listen to and z
believe what : person the age infected with HIV said about AIDS rather ;
than what an older person or famous person said abcut AIDS or the virus. :
Further, an unpublished survey on condom use anong adolescents found that 1
teens’ perceptions 5f other teens’ condom use bshaviors was the best ;
indicator for deternining their own condom use. g
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Educators have found that perceived similarities in age, intsrests and
life experience between the influencer and the audience are critical
determinants of the persuasiveness of the rmessage and in the success of
attitude and behavior change. Therefose, peer education Lias an automatic
advantage over education provided by adul* professionals.
Recognizing the power that teens have over ons another, and that this
pow.r can be used to influence teens’ behavior in a positive way, CPO
developed 2eans for AIDS Prevention (TAP) to cducate adolescents about
AIDS and HIV prevention. The TAP proyram provides 25 hours of
skill-building training for a small group of peer leadecs. Once the TAP
merbers complete the training, they create and implement activities in
neir school or comnmunity that focus on:
. reducing misinformation
. explaining consequences of and alternatives to risky behaviors;
and
. increasing sensitivity to HIV infectjon and AIDS, including
personal vulnerability ad vays to protect oneself from EIV
infection.

1t takes time to increase “ .w)edge and change behaviors. Research

indicates that sinple, straightforward and factual HIV prevention nessages

delivered cons.stentl; by numerous sources, .ncluding peer educators, have

a rcsitlve effect on changing knowledge, attitules and bSehavioral intent.

Today, I am accompanied . Brian Bess and Rahin Jones from Ballou High
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X School, located in Washington, D.C. As a result of their invoivement in

ap

the TAP program in their school they have written a rap about HIV

oeer S

prevention and AIDS and will perform it for you now.
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&3 oTlah bass, Ballou Senior Righ School

red Iaauito Deric: Syndrome,
I'11 tell you straight up pecple it hits home.
It hits you hard and soon you kaow you're done for,
¥o xejoicing or praying you know tha score.
I Bmean you.can have AIDS you say doudbt it,
¥ou or you witi AIDS wiiak ahout IZ'I‘
I wanna miik “his subject 1ike X would a cow,
¥o ignorance needed.just liscen nov.
Can you catrh the disease

|
5

from toilet. seats, from meats, from touching no you can't.
You should know shooting would do you bharm,
Injecting dope - and diseass vight uwp in arm,

“your
I mean I pack me a rubber 1ike it!s a lucky charm,
So put you sex in check or alse Joe your gone.
Because it san't be contained it‘ll spresd aronnd,
fou're the Problem won't solve ‘em let me break it down.

Human Immunodeficiency virus,

You have to take high like osiris.

C.P.O. and ve will educate thee,

Oon the do's and don'ts of A-I-D-5, I want to axp ss,
The negative trip that's coming from the rest.

Who thinks a subject lika AIGS is Just a gay cli «,
You're disillusioned, you're being sterectypic.

The needle Arug users, the over abusers,

Are subject to AIDS and the accusers.

Male or fexmale, gay or straight,

The AIDS virus doesn't discr ta.

Quote unquote D.D.P. for a while,

You just can't trust a big butt and & saila.
Kot to be contracted from a kiss or cold sors,
Not to be given through the sweat of your pores,
Now that you know the information the score,
And if you wish it I'11 tell you wore,

Because it KILLS.

Copyright 1289 Bess § Jones
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(‘/ DEPARTMENT OF HEALTH & HUMAN SERVICES Public Heshh Serviee

' Conters for Disaaes Control
Atienss GA 30333

Testinony of “

Lary R, Nodle, M.u,
Assistent . argecn General
Deputy Director (HIV)
fenters for Disease Cettcol
Pubdlic Naslth Service
U.S. Depsrtment of Heelth snd Ruman Services

on
AID3 BDUCK.I0X FOR $CROOL-ACED YOUTR
Befor: the
Coenittes on Covernxental Affeirs

U.S. Senate

May 3, 1990
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Nr. Chaicman and Members of the Committee, I am Dr. Gary Noble, Deputy
Director of the Centera for Diseaan Control (CDC), with responsidility for its
EIV Prsventicn Programs. I am pleased to havs this opportumnily to discuss
CDC's efforta to help prevent KV infecticn among school-aged youth. Ien
sccomparied today by Virginia Bales, Deputy Dirsctor, Centsr for Chronie
Disease Prevention and Haalth Promotion (CCuPHP), CDC, 4 sy Dr. Llcyd Kolbe,
Director, Division of Adolescant and School Health, who hslps direct the e

programs to prevent HIV infection anong school and college-aged youth.

In October 1986, the Surgeon Cenersl of the United States called for schools
to teach our Nstion's yonth about the risks of becoming infected with the
husan immunodeficiency virus (BIV). In that same month, CDC's program on

£+hool Health Educatéon to Prevent the Spresd of KIV Infection was initiated.

The primary purpose ¢f CDC's progran is to prevent H1V infection among youth.
CDC*s program is designed to bulld the capscity of schools, and other
youth-serving organizations, to implement effective education about HIV thst

{s consistent with smmunity valuea and needs.

1t ia also designed tc¢ tlp integrate education about NIV within a more
comprehensive school health cducation curricrium that provides a foundation
for understanding the relationship betveen behavior and health, as called for
by the Repors of the Presidential Cosgission on the Tuman Imgyoodeficiency
Yirus Foldemic,
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In 1987, CDC funded 15 State educeticn agencies and 12 local sducstion
agencies in cities with the higheat cumuletive incidence of AIDS csses. The
next yesr, CDC Zunded the remaining Stete educetion sgencies, ees vall as four

territorial educetion agencies, &nd an additional four citiases.

I will now summarize soms of the progress mada by this program.

In 1926, with funding provided by CDC, tha U.S. Conference of Mayors surveysd
State educstion sgencies to determine the extent to wvhich they wvere esasisting
schools to implement HIV sducation for youth, Among the 25 State sducation

sgencies that responded to the survey:

-~ Eight had curriculs, recommendstions, or teaching guides to asaiat

locsl achool districte.

-~ One provided in-service training sbout AIDS for teschers,

Now, in 1990, only three years into CDC's program efforts, the Stats education

sgencies have developed the following program capsbilitias:

~- Every Stste educstion agency in the United Stetes and in four
territories has funding to help school districts {mplement HIV

educstion,

—— Every State educeation agency has & well developed pian to help 3chools

impleaent HIV educstion.
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~~ Every State education agency has dadicaxed and trained ataff to halyp

school districts implement HIV prevention programs.

— Evary Statz sducation agency 3a eupportad by s CDC staff senbar who ia
apeci€ically sssigned to assist tha program managsr on tachnical and
~

yoogramsatic issues.

— Evary State program minager has & atrcng working ratstionship with
prograe managers from the 21 Cho-funded national erganizations that ars

sasisting State and lozal educstion agencies to implement EIV sducation

for youth.

Today, State education sgencies have the capacity to help achools iOplement

HIV educstion.
1 shall reviev vhst they sre achieving.

State educstion agencics undertake four common activities: 1) poliey

development, 2) sasistance wath curriculs, 3) sasistance in {mplementing HIV

education for out-of-school yourh, and 4) conducting teacher training.

In policy developpent:

—- Betveen 19287 and 1989, the number of States, including the District of

Colunbia, that require HIV aducation in schoola {ncrzared from 17 to

29.
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= 0f thess 29 States, 12 require that NIV education be included in s
comprehensive health educaticn program, vhile 11 Staves require it as
part of family 1ife education, Ruman growth and duvelipmst, or aex
esducation.

In gaaistence vith curricula:

— 90 percent of sll Statse have developid curricula or curriculum guides

for use by dietricte within the State.

In asaistance in imolementing HIV sducssion for out-o-pchool wouth:

— 31 State sducation agenciee are helning other agencice to sducate
out-of-achorl youth ebout NIV this year. In 1989, from the funding
received by CDC, theas States allocated a total of ovar $500,000 to

support thess activitiea.

— Last year, States ssaisted slmost 300 agencies (auch se juvenile
detenzion centere, neighborhood youth centere, and comsunity recreation
centers) to implement HIV sducation programs.

In conducting teacher sradming:

—— A1} Stetee nov sre providing EIV-related treining to local srkool

personnel.
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— During the 1983-89 achool year, State education sgencies conducted
treining programs that reached over 100,000 local scheol Lerscnnsl.

- - w e

These activitlss wmdertakso sy Stste sducation agencies are dasignad te »lp
local achool districts implament I[IV yravemtion pregrame.

1 shall review the progress local school districts are making.

Based cn ths preliainary results from the strvey conducted by the U.3. General
Accounting 0ffice in 1989, it vas ceterm.-ed that:

=~ 79 percent of the districts surveysd natfonvide raquire XIV education

in heslth classes.

=~ 63 percimt of the districts nationwide {ntroduce NIV ecucaticn before

the 6th grade.

=~ 74 percent of the districts sre providing BIV educction in the 7th

grade.
The GAD slso found:

-~ &8 percent of the acksol dissricts naticnwids provids in-csrvice

trefning to HIV cducation taschers.

~~ 83 percent of teschers vho instructed scudents sbout BIV hed raceived

HBIV educstion trsining.
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Clearly, the funded State end local educaticn agencies, a3 well a3 local

achool districta across the country, sre implemcnting education programs for

o ATeR

youth that will help pravent the spresd of BRIV, CDC believes t at its progran
on School Heslth Tducation to Prevent the Sprsad of BIV Infection has

established a acund infrastructure for helping achosls nasfonvide to isp sment

3
“

BIV education curricula that sre conslstent with community valuea and nseds.

As this prograz continues, we hope to show continued Progrsss.

¢ kot P ez B

However, puch smore remains to be done. Thcough grade 10, the majority of
districts provice HIV prevention educsticn in heslth educstion classes. By
the eleventh and twelfth grades, the proportion drops drazatically bzcsuse R
either health education 1s not prov.ded, or it is offered as &n elective. B
This is a significant gap in our Ration s sbility to educate our youth to

avoid preventable health pr-olems. It is impcrtant that we recognize *hie gap

and take appropricte actiors to help schoola overceze it. That is vhy CDC's

progran is emphasizing the impleacntation of organized, sequential, X-12 grade ‘

progra=s of cozmprehensive school health education that include HIV education.
We are very proud of the accomplishments of this program. We slso recognize
that ve have much work ahead in helping Statc and local education agencies to

inplement effective progre

1 will pow addres s8 requested, the specific issues raised by tha Coammittee.

.
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CDC PROGRAMS FOk SCROOL-AGED YOUTH

The CDC's efforts to prevent HIV infection awong youth are conducted through
several program areas. CDC has eatablisted & multi- aceted progranm that
coezbines the woik of naticnsl heaslth and education orgenizetions, State end
local education agencies, Stats and local hralth dspartments, numserous

commumnity ossed organizations, snd the natinal AIDS informstion program.

CDC’s activities, by building the cipacity of other organizations and by
direct intervention, sare designed to incrsase the nuzber of youth vho recaive

effective HIV prevention educsation.

PROCRAMS FOR YOUTH WHO ARE IR SCEOOL

CDC has besn vorking to help achools pravide comprehensive achool hesaith
education gince 1374 by helping to develop, evaluate, and d’.sseninate
effective health education curricula. In the late apring of 1986, to fill the
$1p in the Nation's HIV prevention atrategy, CDC's core ataff in school hesith
education degan planning s nitionwide prc »am to prevent HIV infection
specificelly azong school-aged youth. In September 1987, with a budget of

$11 nillion, CDC launched its progrem of School Heelth Zducation to Prevent .
the Spresd of EIV Infection by providing fiscal a schnical support to 1S
national orgenizations, and to 15 State and 12 local departments of educstion
that servad jurisdictions with the highsst cwxulative nuxder of reported cazes
of AIDS. By the fall of 1933, with a budget of $30 gillicn, COC ves providing
fiscal and technical aseistance to 19 national organizations, and every State,

five territorial, and 16 local departmente of 2ducation.

-7 -
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By fisca. year 1989, the budget had increceed to over $35 millicn. Today, in
fiscal yesr 1550, CDC has 4% araff and s dudget of $45 million to help prevent
HIV infection among school-aged ycuth. The request for fiscal year 1991,
totaling over $52 millicn, vill allov CDC to improvs its assistance for

in-achoo). programs, 43 well as expacd its afforta for~cut-of~school youth,

In planning the achool heulth sducation Program, COC sponsored two national

meetings in 1986 to identify needs sssocisted with implesenting HIV eduzation
for youth. Representatives from State ané J)cal educaticn and health agencics
and relevant national orgsti==:lsns identified the *olloving nceds ralated to

inp.enenting HIV prevention prograss:

1. funding /or program development;

2. naticnal orgarizstion support;

3. BlV-relsted Poliuvies, guldelines, and recozzendstions;

4. teucher training prograss;

5. acceas to educational resources;

6. pareaizl involvemsynt and support;

7. dsts describing LIV-related Xnowledge, beliefs, and dehaviora axory
youth;

8. mtans to evaluate educational interventions.

The school haslth education progren was designed to sddress thesze needa.

ERIC 55
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How CDC Administers the In-School Pregrams

The ackeol health education progran consists of aix major elemen-s that vork
togethar to prevent HIV infection and other important health problema among

youth.

For the firat element, CPC provides fiscal and technical support to msore than
20 national organizatiocns that can help schools and other youth-serving
agencies to implement e/ :tive HIV education programs. 2xamples of thess
organizations include the Xational Asscciazion of State Boards of Education,
the American Associaticn of 3ihool Adminisrrators, the Naticasl Congress of
Parents and Teachera. the Kational Network of Runawsy ind Youth Shelters, the

Hational Organization of Black County Officials.

The gecond elezent, as I have mentioned, cor-ista of providing 1'iscal and
technical support to 55 State and tercitcrisl departments cf eduv:ation, znd to
local depavtzents of education in 16 cities wi%h the higheat cumulative
{aciaence of AIDD, t Dhelp iEplensnt effectiva HIV education. These agencies
develop and inplement HYV educaticn guide'ines snd policics, curricula, and

teacher training workehups

Ags part of the third elexent of the school health educatian prograr, CDC
supporee training workshops for program ®snagers, including school
decigionmakers, parents, and hsslth departzent reproaentatives, to help them
in doveloping and {mplceencing HIV preventisn educaticon progzaxs vithin their

Jurisdiceions.
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Fourth, CDC has estsdblished 8 materisls development and information
dissemination syster: to assure that HIV educstion materisl for youth are

scientificslly accurate and widely avsilsble.

Fifth, CDC has estadlished a youth riek dehavior surveifllance system to arsess
whethzr risk behaviors that result in KIV infectiocn, and other izportant
hesith prodlems, increasz, decresse, or remain the sase over time. 7This

sy3ten providos nstional, Stste, and locsl dasta.

Through the sixth and firal element, CDC helps Ststes and cities evsluate
thelr prograns end interventions, snd conducts evslustion researsh that vill
aszsess the extent to vhich HIV eduestion interventions fer youth sre
effective. The resesrch findings consequently should sllowv us to improve the

effectiveness of HIV educatiral interventions.

Managing the Gooperative Agre~e;  With State snd Local Educarion Agencies

CDC prowides funding to every State and 16 locsl educstion s3enc s to help
sciools izplemen. HIV prevention education that is consistent w_th comeunity
values and needs 1In doing so, these agencies condunt core activities euch
as: sssisting school districts in estsdlishing advisory copmittees to selec’
HIV prevention education materisls; training teschers to use the
locslly-selected or locally-developed HIV educstion materials; providing local
coxmmities vith periodic information about KIV-relsted Xnu rledge, deliefs and
behaviors among high school atudents; and evslusting end izproving their EIV

educstion prograzs.
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The financial and technical sssiatance that CDC provides to the State and

local education agencies is guided by a cooperativc agreement betwveern CDC and
each funded sgency. CDC requests each year that the State and local aducation
agencies develop four objectives to ssaure that school-aged youth receive HIV

education:

1. !ncresse the nunber of junior and genior high achools that provide HIV
education;

[ 2. increase the nuxver and percentase of junior snd genior high school

:', students at eagh grade level who receive HIV education;

: 3. increase the number of junio: and senior high schools that integrate
HIV education within « more comprehensive schozl health prograz;

4. Increase the nuwber of other agencies that izplement HIV education for

high-risk youth, minority youth, out-of-school youth, and yonth wi:

apecial educatior. needs.

CDC also requests tuat funded State and local education agencies collect data
on an arnual dbasys to zeasure their progress in seeting sach of the four
objectises descrided ebove. CDC provides fi<csl and tachnical assistance to
all funded Ststc and local agencies to help thea conduct thess asseggmenia.
Thia technical ssgistance i3 provided thiough site visits, workshops, phone
conaultations, end the diatributicd of a gurvey handbook tha® coatains aazple

survey instruments and guldelines for data collectioz and analysic.

in-school prograzs, have experienced prodblems with the curreat restrictions on

the concent of HIV education materials as descrided in the document entitled:

)
|
|
l
7
|
|
|
i
|
i
r
i CDC has not receivsd reports tha: funded education agencies, for their
' . -11 -
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Content of AIDS-Related Written Materjals, Pictorjsals, Audioviauals,
Questionnaires, Survev Instruments, and Educations) Sessions in Centera for
Disease Control Assistsnce Prosrsms, which wss pudblished by CDC in Octoder

1988.

However, becsuse locsl communities sppropristely ave the suthority and
reaponsibility to determine the content of HIV educstion for students, some

sacuaitics restrict whe: can de discussed in their schools.

Iraining of HIV Edvcators

Part of the funds provided to Stste and locsl educstion agencier is to de vl
to train teschers to use HIV prevention education wsterials. tL..’'s Suidelines
for I.ffective School Health iducation to Frevent the Soresd of HIV, published
in Janusry 1988 sfter more than 8 Year of developoent, rscommend that initial
2nd continuing In-service and pre-service training de provided to stsff
members who vill be tesching HIV prevention education. The azount of time for
this training is not specified. CDC has deen concerned that AnY recosmended
standard vill de misconstrued ss the paximum amount ol training nesded to

effectively provide BRIV educstion.

However, uith support from CDC, seversi national organizatiocns have developed
toacher trsining guides. For exszple, the Hationol Zducation Associs.icn
(REA) developed s panual for tescher trainers to assist in plemning and
conducting 12-hour training vorkshops fur teschers and other school staff.

.. training consists of three tddules thet vere developed in response to s

needs assestrent conuuited by HEA:

- 12 -
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1. Medule One includes ‘basic information sbout HIV and AIDS and is

designed to help school personnel respond to qQueaticns,

2. Module Tvo sddresscs schedl policies relctsd to HIV and tha {zportance

of implemeriing suck policies.

3. Hodule Three providea conciets agsistance in sslecting or {sycoving NIV

preveation curricula. .

Alar with gupport from CDC, tha Zducstion Devolojmsnt Center (3TC) develored

and distridbuted "HIV Bdocation In The Classroom,” a guide to help trainers
prepire reachers to teach gbout HIV in the context of comprenensive school
kealth eduvcation. The gulée inclué~s epecific sectioms for Kindergacten
throtgh third grade teachers, fourth through sixth grale tsazdera, middle
sthool teachera, and jvnior znd senior high scheol teacherc. The guide

addresses:

~ providing accurate, up-to-date information about the HIV epidenic i

-~ presenting HIV aducation chat is appropriats for the developuental
levels of stucdents;

~— introluciag BIV education activities by modeling and practicing
clasarocs sessions;

— praparing teachers to reapond te students® iszues snd concerns.

In addition, with support frea Cbv, Education Training Research, Associates

(EIR) developed 4 training programs for teachera end other achool personnel.

Each 12 to 18 hour program providss school peraonns! vith knoviedge and skilla

needed to teach BIV education.
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It {a important: to remember that Stste and locui education agenciazs began
their HIV prevention prograzs op ¥ a short vhils sgo. At the time of ths QAO
survey of gchool districta reguvding MIV education for school atudents, mors
than 60 percent of the State and local departments of education had racsived
financial and technical support from CDC for mins montha. Vs were pleased
with the GAO finding tnat 80 percent of those tsaching adous NIV had received
training about HIV at the time the atudy vas cenductad. As 2OC ateff vare
quoted in the GAO report, ve fsel that much has baen accomplisied, but such

more remsins to be done.

¥hy HIV Prevention Education is Important for In-Schoel Youth

CDC is concerned acout the extent to which teensgers and young sdults sre st
risk for HIV infection. We knov that one out of every five persorx: reported
vith AIDS in the U.S. vas between 20 and 29 years of sge at the time of
disgnosis. Since the incubation period bdetween HIV infection and AIDS
4isgnosis can de ten yesrs .r more, then some proportion of those diagnosed

with AIDS, sges 20-29, wvere infected &8 teensgers.

We knov that the sexual bdehaviors that oo, result in BIV iafecticn among
teensgers £lso rasult in sbout 2.5 nillion cases of acxually trensmitted
disesses and 800,000 wunintended pregnancies anong tcensgers evary ysar. And
w2 know thet the behavioral patterns that reault in HIV infection, gexually
transeittea diseases, unintended pregnanciea, alcohol and drug sduse, and
other imrortant health problems often are inter-related and often ai2
estsblished during sdolescence. Thus, this is a critical popalation to target

if we are to improve the health of the Natien.
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We think that educationsl Frograms to pravent HIV infaction and othar
important health prodlems can bs moat sffactivs when they ars isplementsd as
part of a plannad and ssquential, kindsrssrten through grads tvwalvs, Program
of comprehensive school heslth education. Such & program satablishes a
foundastion of basic haalth knovledgs that halps young psopls progressivaly
eatsblish the skills they vill nead to avoid a range of intar-rslated health

bahaviora 2nd haslth prodlems.

The Nation's schools provide an existing and sfficient Syatem to raach almost

all young people during the sgss vhen they ars aost imprasaionadls, and to

reach many young people vho may ultimataly drop out of school. That ic ne

reisca vhy CDC has invested in helging the Kation'a schoola to Pprovide »
effective HIV education. We need to remember that out-of-school youth vars st

one time 1a 8 school environment.

PROGRAMS FOR YOUTH WHO ARE NOT IX SCHOOL

Efforta to provide HIV prevention education for out-of-school youth require a
coordinates and complementary approcch that '.akes advantags of the unique
expertige found rong aseversl COC DProgram srsas. The CDC'a O.fice of ths
Deputy Diracter (BIV) directs the HIV preventicn prograes throughout CDC,
including those that vork with oit-of-school Youth. The Offics is ths locus
for the prevention efforts for thi, populsticn, coordinating the vork of ths
Centar for Chronic Disesae Preventior and Health Promotion, the Centar for

Prevent{on Services, and the Center for Infectious Disessea.
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Adout nine million youth, aged 14-21, do not attend achool or college and may
bte at greater riak for HIV infection than their peers who do. Out-of-school
youth at the highest risk for HIV infection include: school dropouts, youth
in juvenile juatice fscilities, runavay and homeless youth, youny proatitutes,
youth in gangs, and youth {n sudbatance sduse or mentsl health prograss.
Bovever, becsuse theae high-risk youth may de found {n a variety of settings
and environmenta, and sre not usually part of an organized system vhere they
have ready access to HIV prevention education, they are such more difficult to
reach than the in-achool populstion. To reech these youth effectively, s

wvariety of activities from several program areas sre neceesary.

Acti: of the C Chro b

The CDC'e Center for Chronic Disease Prevention and Health Promotion uses the
elements of the program on school health education deacribed previously to
also duild the capacities of sgencies that work vith out-of-school Yyouth to
{mplement HIV prevention education programs for theee youth. For example,
five national organizations that receive funding from CDC develop and
izplement educational programs for out-of-school youth, and provide training
to staff vho vork in sgencies that serve out-of-school youth. Ome
organization, the National Metwork of Bunavay and Youth Services, has
doveloped a guide for those vho vill provide HIV education for out-of-schocl

youth.

In addition, over 75 percent of the funded 5t te and local departments of
education s.e carrying out activities to aesaiat agencies that serve

out-of-sch youth in their jurisdictions to implement HIV prevention
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sdvcation for this pojulstion. Many of the dspsrtments of educstion provide
financisl and techniczl assis' ance to 1. :al agencies that servs out-of-school
youth. As an example, one locsl dspartment has uvonduc’ i & workshop on HIV
educstion for local agenciss, devslopcd an KIV eslt.atudy wmit for
out-of-school youth, and identified BIV education resources for local agencies

thst serve thase Youth.

Finslly, s trsining and demonstration center in San Francisco haas conducted
tvelve trsining and demonstration programns for ovsr 400 atsff serving

out-of-school youth from 35 States and 74 cities.

Activicies of the Center for Prevention Services

The CDC's Center for Frevention Services has coopsrstivs agreements with Stste
and locsl haslth depsrtments, vith minority and other commumity-dssed
organizstions, and vith the United Ststss Conference of Mayors, to conduet JIV
prevention programs. 1he Stste and loCsl heslth departments, through rhe
fiscal yesr 1989 HIV Prevention and Surveillance Couperstive Agreements,
provided support to 54 comunity-bseed organizstions thst, as parc of their
tsrget sudicace, serve youth, including out-of-school youth. Thess
organizstions conduci & variety o- prevention sctivities, including outresch
programs to homslese youth, risk reduction educutiun, refarrsl to EIV
counseling and testing, and if sppropriate, rsferrel to drug trastment
programs, and other medicsl/socisl gervices. Miny of thasse progress sre

tasrgeted tovard recial/sthnic minority youth.
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As part of the fiecal year 1989 HIV Prevention Cooperative Agreements vith
minority and other Community-dseed organizstiona, CDC directly supported 24
commnity-based organizstions that, ss part of thusr target populstion, serve
youth. Theas organizations also provide s vsriety of prevention sctivities,

aimi)sr to thoas sentioned sd~.s.

Finally, {n 1989, the uited Statee Conference of Mayors svarded spproximstely

$373,000 to nine Commumity~dssed organiza’ sarving youth,
Activitien of the Cengser for Infectious Disesasen

The CDC's Center for Infectious Diseases, vhose activities sre focused on
surveillance, lsboratory and epidemiologic investigstions, ¢onducts & variety
of HIv aurveillince studies, some of which assess the prevslence of HIV
infectior and ssso.isted risk dehaviors in out-of-school ¥ uth. In
collaboratioa »1-h State and local heslth depsrteents, CDC currently conducts
dlinded BIV serosurveys (unlirked to any idenzifiadle individusls) in himeless
populations, fncluding youth, in eleven citiss throughout the country. Other
surveys that include homelesa youth in the pcrulstions that sre scceased sre
conducted in sexvally transmitted disease (STD) clinics, drug \rsstment
centers, vomen's heslth clinics, and tubderculziuis clinice in over 40
mstropolitan sress. From 1988 to 1990, desographic dsta and risk sxposvrs
information, ss vell as seroprevslencs dats, havs been collected on ovar
110,000 clienta, ages 13-24. For sxampls, iong youth 15 to 19 years of age
scen st the participating 5D ciinics, the EIV sercpravalancs ranges from 0 to

4.6 percent, vith s me”lan of 0.5 percent.

- 18 -
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Othar surveyz measurs HIV prevalencs in groups that include youth, bdut
genarslly cannot <istinguish those youth who srs out of sthool or homelsss.
Thess include surveys among thildbssring women in 46 States and territoriass,
among pastiente in & natvork of 40 hospitsls, college student clinics, and
prilo;xn. In addition, CDC vorks vith other agencies ° ) analyte results of
their routine KIv testing, including the American Red Cross and othar dlood
collsctior. agenuiss, the Depsrtaent of Defense, amd the Departaent of Labdor.
Behavicrsl riske e1eo are asscased among infected blood donors, vhils CDC is
ssteblishing studiss with rhe Jod Corpa to asesse XIV bdehavioral riaxs for

infected and uvninfected youth.

Elrcal Year 1991 Proposa) for Coordinating Qur-af-School Youth Prosrams

fiacal year 1991, CDC f& planning to help local health deperracats in 3-6
cities vith the highaet numbars of AIDS casss Huild coalitions of locsl
gover.zmental and nongovernzental sgencisxr that cerve out-of-scheol youth, and
to consequen y bduild more affactive and coordinated KIV pravention prograxs

for these youth.
In addition, funding vill de incressed for SUPPOTL of ralevant Coremunity-dased
organizations in thear high incidence citfes to davelop end evziuvate intensive

KIV preventicn prograss for out-of-school youth. Seroprevalencs gnd

bohaviorel resesrch smong this population will slso be expanded.
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RATIONAL AIDS TLTORMATION FROGRAM

Az a complesent tc the HIV prevention programs for school-sged youth descriked

previously, CDC developed the parepts and youth patiomal pudlic infersation
progran. Tke program, lauwiuched in May 1985, was the fourth phase of CdC's

national AIDS information prograza. This phase vas designed to alert all

WY AT A oy

e

parents sad youth to he vulnersdility of adolescents snd tesnagers to HIV

i{nfection 3f they engage in high risk b+%avicr. The national effort informed

IR

parenta ard other youth-servinug zdults of the dehaviors taat place persons at
risk of HIV infection, and stepz thet can %¢ taken to eliainate or reduce such

risks, Fer the progra=z, droadcaat and print materiala vere developed cud

by

distributed, as well as an AIDS prevention guide to de used to foater RIV

prevention discussiona bet.een adults and youth.

In 1986, COT began its program to stizulate health eduvcation for children in
this country with a gmall staff of four aund a budget of $250,000. In 1590,
the prograa consists of 45 staff and a dudget of $45 xillion. These resources
have enadled every State and several major cities to have the capaeity to pat
in place programs to prsvent HIV infection among school-zged youth. Through
«ctivities auch a3 planning prograss, developing policies, and training
ceachers, theae State and locsl efforta vill help gplevewnt a new generation cf

AIDS cascs.

- 20 -
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The Hoporadle Jokn Clean
United Ststes Seaste
Washiegten, D.C. 20510-6250

Dear Senator Clemn:

Thank you for your letter regsrding BIV ecucation for sckool-aged ynuth.
Enclosed {s the Ceaters for Disease Control's respense to the questicas that

you axd Senator Sasser posed.

Thank you for the opportmnity to resperd to these ieporteat questions. A
copy of tais correspondence is being provided to Senmator Sssser.

Sincerely,

¥illizas L, Roper, M.D.

Directoer
Enclosure
Q
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CDC Responses to Questions from Senators Glenn and Sasger

1. In response to one of GAO's recozmendations, have you analyzed whether

your nev iniziative to fund health departments to reach out-of-school

youth duplicates the prograns already funded by the Centexr for Prevention
Services?

The new inftiative to reach out-of-school, high-risk, and ninor.ty

youth does not duplicate prograns already funded dy the Center for
Prevention Services.

The Center for Prevention Services currently provides funding to health
departments and other organizations for outreach and direct delivery of
educationsl services to out-of-schcol youth by agencies serving these
populations at the local level. Because such organizations have
limited access to and time with out-of-school, high-risk, and ainority
youth, a large nusmber of agencles throughout each community must de
capable of providing such gervices if HIV education efforts for these
youch are to be effective.

The nev inftiat.ve will help local health departzents in citles with
the highest cumulative incidence of reported cases of AIDS to work with
coxmunity >zencies that serve out-of-gchool, high-risk, and minority
youth to increase, focus, institutionalize, and coordinate efforts to
address the multiple needs of these youth. This initiative will enadle
local organizations to provide a broad range of services and to keep
these youth from "falling through the cracks” vhen referred from one
agency to another.

As part of this nev Initiative, the local health departuent will
establish and maintain a coalition of private and pudblic health,
education, and social service agencies to plan and coordinate the
delivery of HIV education, and other inportant education and health
services, for out-of-school, high-risk, and minority youth in cities
with a high incidence of reported AIDS casef. Each coalition will
identify local cozmmity agencics thst gerve these youth; assess the
capadbilities, efforts, end needs of these sgencies; plan and coordinate
activities to dbuild their capscities to deliver effective HIV education
and other needed health and social services; and annually collect data
to descride the size, char. cteristics, accessidility, bdehaviors, and
priority needs of these youth.

The local health departments will maintain a steering committee
composed of agencies serving in the coalition to participate in all
phaseg of program planning, implementation, and evaluation., Health
departmentz will provide techrical assistance and training to community
agencies in im, smenting and izproving policies and educational
efforts, and will thus increage the availabdbility and acceagibdblilicy of
regources and services.

This new initiative will build a stable infrastructure for the
provision of effe-tive education and health fei”.ces to out-of-school,

high-risk, and minority youth in cities with & h.gh incidence of
reported AIDS cases.
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Some of the national organizations find that th.re are so many CDC
revievers of their proposed educational materials that they are forever
editing and vaiting for final approval. What is CDC dqing to speed up
this vrocess?

In fiscal year 1990, COC will work more closely with national
orgunizations throughout the materials development process in orler to
previde effective and efficlent technical assistance. Our goal is to
revicw and return specific cozments within 12 veeks of recelving final
drafts. This timeframe may vary depending on the length and complexity
of the material submitted.

CDC serves as a reviever “or all national organizations that develop
HIV-related xaterials for youth as part of their cooperative agreement
program and to all other national organizations that request
assistance. This includes all HIV-telated materials, such as
curricula, guidelives, booklets, training manuals, etc., that are
developed by national organizations foc national disseamination. The
reviews are undertaken by CDC to assure accuracy of scientific
information, educational quality, and semsitivity to complrx issues.
Unlike State and local educaticn agencies that can rely on their health
departments 7 or such review, national organizations have no similar
sources of assistance.

CDC undertakes the review of these materizls by obtaining written
comments and recommendations from each relevant ceanter within CDC. A
complete professional copy edit of each doctment is also conducted.
Hiritten comments tad re.cerendations made by CDC are then returned to
the national organization. Final decisions on changes are the
responsibility of the national organization.
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3. As you kunov, only 30 States ana the District of Columbia nowv require HIV
education as part of the formal curricultm. Have CDC officials made any
effort, or are you nov contemplating any effort, to meet with the Nation's
governors and legislators about your recczmendations to have HIV as part
of the formal curriculum?

CDC already supports efforts to help the nation's govemoré and
legislatorc learn about the importeice of BIV education as part of a
nore comprehensive program of schoo: health education.

CDC provides financial and technical support to two natitinal
organizations that represent State-level polic makers who have primary
~esponsidility for education in each State: the National Asgocistion
o€ State Boards of Education (NASBE) and the Council of Chief State
School Officers {(CCSSO). NASBE represents members of State boards of
education. CCSSO represents the chief State school officer in each
State.

CDC supports RASBE*s work with the National Conference of State
Legislators to develop legislative support for HIV education and
comprehensive schocl health education by linking State legislative
cozmittees responsible for health, human services, and education.

In the coming year, CDC plans include gupporting NASBE to work with the
Rational Governor's Association to promote HIV education in schools and
as part of a more comprehensive program of school health education.

Each year, CCSS0 and MASEE collaborate on a survey of actions take in
each State that promote HIV education. The results of this survey are
distriduted to legislators and other policymakers in each State and
throughout the N.:lon.

Many HIV education coordinators employed by State education agencies
vork vith their governors and State legislators to prepare legislation
designed to help schools provide HIV education.
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- 4. 1ls CDC avare of the situstien in privately-funded military academies,
varochial and private gchuols? How vell are they incorporating AIDS
education ir their curricula?

Although CDGC does not monitor the extent to which private gckools
incorporate RIV education in their curricula, CDC includes private
achoola ia national surveys of student -knowledge, beliefs, ani
behaviors. (DC-funded State and local departments of education help
private schools in their:efforts-to provide HIV education. "For
example, the California State Departrent of Education pays for
substitute teachers so that teachers from private schools can attend
teachar training sessions conducted by the State department of
education. The Rew York State Department of Education distributes its
kindergarten through 12th grade HIV edu ition curriculim guide to all
private achools in the State. The Maryland State Department of
Education provides technical agsistence in the development of BIV
ecucaticn materials by the Archdiccese of Baltimore. -

In addition, CDC provided scientific and technical support to the
Hational Catholic Education Assoclation as it developed an HIV

educaticn curriculum titled AIDS: A Catholic Educational Approach.

ERIC

Aruitoxt provided by Eic:




3
:
.

5.

)

Aruitoxt provided by Eic:

SO

>
y

ERIC

IR h

98

What 1s occurring on the college campuses? Are those institutions
providing AIDS education to their students?

The extent to vhich colleges snd universities nationwide are providing
HIV education for students {s not known. This year CDC will fund a
lead university in States with a high cumulative incidence of reported
AIDS cases to: (1) assess the extent to which colleges and
universities provide yiv educaticn in the State, and (2) help increase

the number of colleges and universities providing HIV education for
students and faculty.

CDC »fforts to help universities implement HIV prevention programs
include the following:

~ During fiscal year 1987, CDC bdegan providing cooperative agreement
funds tc¢ the American College Health Association (ACHA) to provide
training to help students, faculty, and college ministry
representatives design and implement effective campus-baged yrv
education programs. To date, 1,461 participants from 797 colleges
and universities have received training through ACHA veeksheps .

ACHA vorkshops address the development and marketing of campus-based
HIV prevention programs, tne initiation of peer education prograns,
and implementation of HIV-related counseling programs for students.
Upon completion of the vworkshop, participants a2velor an action plan
to be used in the Implementation of an effective program once they
return to thelr respective schools.

- Because many historically bdlack colleges and universities are not
Dart of the ACHA netvork, during fiscal year 1988 CDC awarded a
grant tc the National Association for Equal Opportunity in Higher
Education (NAFEO) to provide piv prevention education to students at
117 historically dluck colleges and universities. During the first
year of the program, each membder college and university president
appointed one person to be responsidle for coordinating HIV
education programs on campus. During fiscal year 1988, 72 percent
of the historically dlack colleges and universities participated in
2 3atellite teleconference that served as the inaugural activity for
this program, and repreientatives from 98 gchools participated in
training sessions conducted by KAFEO. Additionally,' each of the :17
historically black colleges and universities received a videotape of
the satellite presentation.
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Senator Sagser's Guestions

One of the more troubling aspects of the GAO report relates to
out-of-school youth which have to this point deen essentially left out of
CDC's AIDS education efforts. 1Is CDC in a position to make availabdle to
education agencies guidelines or targeted educational materials which they
can use to reach out-of-school youths?

Out-of-school youth have not been.left out of CDC's HIV education
efforts. CDC is currently using a multi-center approach to prevent HIV
infection among out-of-school youth. Through this approach CDG:

Provides financial and technical support to six national
organizations that develop and implement educatisnal programs and
materials for out-of-school youth and provide training to staff who
vork in agenclies that serve out-of-school youth.

Assists more than 75 percent of State and local departments of
education in providing financial and/or technical assistance to
State and community sgencies to assist them in educating
out-of-school youth about HIV.

Has supported 12 training and demonstration progrzms since 1987 that
have provided training to over 400 staff memders that serve
out-of-school youth from 35 States and 74 cities.

Provides financial snd technical support to State and local health
agencies and 54 community-based organizations (CBO) that serve
out-of-school youth. In many States znd citles, counseling and
HIV-antibody testing services uare provided through these agencies
and other CBOs funded by the health departments,

Conducts limited seroprevalence and behavioral research to assess
the prevalence of HIV {nfection aud associated risk behaviors in
out-of-school youth.

Carries out national pudlic information program activities designed
to reach these youth through the Mational AIDS Information and
Education Program.




. 1lenz -
Question 1 continued

Guidelinea have been developed and digtriduted specifically for

out~of-achool youth, Curricula and clasaroom gupport materials

designed exclusively for thig pPopulation have olao been developed. .
Theae include the following:

- In 1988, GDC began to collaborate with the National Network of
Runavay and Youth Services on the development of ita Safer thoices

4h_Risk
Youth. This guide ia now compler~ and CDC provies funding to the
National Network of Runavay and Youth Servicea to help organizations
that serve high-riak youth use the guide in teaching high-risk youth
#bout the prevention of HIV infection,

- In 1988, CDC developed CSulderin-
« The guidelines ware

developed to help gchool peraonnel and others plan, implexent, and
evaluate Eiv caucation programs for youth in and out of achool,

= In 1987, CDC initiated the AIDS School Health £ducation Databdage.
This datadase provides in{>rmation to educators throughout the
Hation about the availability of video cassettea, comic books,
curricula, and other materials designed to educate in and out of
school youth adout HIV.
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As Chafirman of the Senste Budget Committee, I am curious about your
spending level. Have you found that your efforts are hampered by low
funding levels? How much more in the way of funding is needed to
adequately meet the challenge of AIDS educatisn fur school-aged youth, and
hou would any additional funds appropriated toward this effort de spent?

The President's budget request for fiscal year 1991 of over $52 million
for BRIV education for gchool and college-aged youth vill allowv CDC to
continue duilding the capacitiea of State and local departments of
education to implement HIV education programs. Both the Report of the

demis
and CPC's Guidelines for Effective School Health Fducation to Prevenmt
the Spread of AIDS cal? for the implementation of HIV education as part
of a comprehensive school health education curricula. The Presidencial
Commission on the HIV Epldemic recommended that "All schools, doth
pudblic snd private, should have comprehensive health education programs
for grades K-12 fully iaplemented by the Year 2000." Such programs
establish a foundation for understanding the relationship detween
personal dehavior and health in an orgarized, sequential, and
developmentally appropriate manner from.kindergarten through 12th
grades.

Inplementation and maintainance of effective and high quality
comprehensive school health education programs in all schools will
continue to require sudbstantial time and resources at Federal, State,
and local levels. Additional funding for CDC's oagoing school health
education program could be used to assist selected States and cities
implement other-comprehensive school health education programs.

The President's request™ for fiscal year 1991 includes over $5 millien
for funding an out-of-school youth initiative that will allow CDC to
help develop, coordinate, and implement HIV prevention programs for
these youth in three to six cities. Any Increase in funding conld be
used to expand such efforts to more cities with a high number of
seported AIDS cases.
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y Patricia J. drownlee
AIDS Education Facilitator
N Baltimore City Publie Schools

Before

Committee on Governmental Affajirs
U.S. Senate

Hon. Jochn Glenn, Chairmun

May 3, 1990

Hr. Chairman, thank you for the OPF .rtunity to tes: {fy
20d3Y as part of the Cozmittee's hearings on HIV prevention
education serving in ané our of school youth. My name is Patricia
J. Brownlee and ! am tha AIDS Eaqucation facilitator for the
Baltimore Cizy Public Sshool System in Baltimore, Maryland.

You have asked that I address the following topics:

-What 1s Baltimore Cizy Public Schools doing to relay the HIV
privention message to in school and out .f school youth?

-What methods have been success?ul to this end? why?

-What methods have not been su. sful? why?

-What else can be dona by federal, state and local governments
to better educate our yoush to prevent HIV infection and AIDS?

-What else can be dore by federal, state and local governments
%0 train our tearhers to prevent HIV infection and AIDS?

-How w1l is CDC running HIV prevention programs for school-aged
youth?

Baltimore City Public Schools receives funding for
AIDS/EIV educatiun througnh a cooperative agreement wit), the
Center For Disesse
Control-Division ot Adolescen. and School Health (CDC-DASH),
Requests for this fund.ng have been made annually since /987,

Following 1s a brief description of the AIDS/HIV educetion
:n Baltimore City Public Schools (BCPS):

With the funding support from CDC-DASH, a specific
AIDS/HIV preve~*ion curriculum consisting of three lessons at
each level, 11 grades 3-12, has been integrated into a comprehensive
health educa jon program. Baltimore City Public Schools has
peen able to initiate and maintain a model AIDS/HIV 2ducation
program, 1mpaciing nearly all of the 108,000 studenzs enrolled,
Corxmunicable d:.sease prevention 1s taught in kindergarten through
grade 2 with AIDS/HIV infection presented as part of the larger
body of commuricable diseases. The curriculum format consists,
of presentation of facts, attitude assessments and models for
behavior change r1d prevention.
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Empowersment strategies are reinforced to raise the
self-cfficacy of wtudents to make positive husalth choices. not
only in the area of STDs and substance abute but in facats of
their lives. The construction, «riting. ard printing of the
curriculum was supported by COC-DASH fundirg.

To assure and reinforce the sucisss of the AIDS IV
curricnlum, extensive teacher training has been provided, through
ingservice workshops and coller ~ courses. PFunding for substitutes
tD promots teacher attendance a% workshops and stipends to defray
tuition vosts have been provided to terchers through CDC-DASH
funding.

Teachers of special celacation and high-risk youth
have boen especially targeted for training. These teachers
deal with students who are more likely to drop out of achool
and/or practice risk behaviors for contracting HIV injection.
These teachers receive the most training because they . 2al with
this population.

Cross-discipline training has been provided to teachers
1n other subject arcas for understauding of the issues surrounding
AIDS/HIV infection. Awarcness training has been accoamplished
for all Baltimore City employees as mandated by Mayor Kurt Schmoke.
This training wa=< facilitatcd by BCPS teachers and personnel
from other city «gencies (e.g. health departmont) as a collaborative
¢ffor: and impacted approximately 10,000 employecs.

Attendance at conferences where t. ¢ latest information
15 exchanged: field trips to health exhibits and facilities
for tecchars and students, Quest speakers. contests to heighten
awareness and special in-school presentations have all been
possible through gran. funding,

Support and supplemenza! materials, videos, pamphlets
and updates have heen provided to teachers responsible for AlDS
prevention educat.on. These various materisls are on-site in
each of our 180 s:thools offers;ng maximum accesribility and motivation
for ure. The lesions i1n the curriculum provide for specifac
use of these A-V supports.

Numeious parent and cCommunity Group presentations
have been made 20 rrise the awareness of the surrounding communities.
Thrpugh heighten parent swarcness., in schooi youth and out of
school youth ave reached. Foliow-up presentations are encouraged.

ACPS cooperates with rmany other agencies., praivate
and public., in Baltimore Jity to further the cause of AIDS/HIV
rrevention. kanv of thesec agencies service out of school youth
ard young adul:s.

Reaching out of schocl Youth with L1V prevent.on messages
i & more cowplex undertaking and requires creative tachniques
for facilitation. With suppor’ from CDC-DASH., several gprograms
have been iritzated :7 3alt.mse Caty.
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Five BCPS t achers serve as outreach workers at The Francis Scott
Key Medisal Center Adolescent Detoxificatjon Unit to deliver HIV prevention
Ress:ges as wel) as safer sex and other health information to the young

patients. These teachers average between 20 and 22 hours per week of
instruction,

A unique project has been initiated in the coxmunity of Cherry Hill
a subdivigion of Baltimore City. Through collatorative effort between

have been formed and trained to present HIV prevention messages to
fg2rent, church and other :interested groups. This project has been
S0 successful, that it will be expanded to other high risk areas in
Baltamore City using Cherry Hill as a model.

A pirlct peer education program utilizing 10 students froem a

Baltimore City Health Department “at-risk® youth educatior grous
was successfully initiatad during the summer of 1989, The Participants
were trained in communication skills, HIV prevention education, STD

Tevention self-esteem, decision making, empowerment skills, and
refus2l techniques. as peer educators, these students made
presentations at 27 sites (libraries, recreation centers, etc.) to
well over 800 in and out-of school youth. This Progran will operate
once more this sammer using the same peer educators as trainers for new
peer educators. Thiz program will also be expanded to service in-school
ycuth in mxddle school Septexber 1990. Not only will the message
te presented to peers, the Peer educators will be irpacted by the
esteenm build:ng practices taught also.

Reaching out of school youth is d:ifficult and more costly than
reaching the larger population of in-school youth. For exaxple,
the Fiancis Scott Key Program ~ill Cost approximately $20,000 this
vear to service about 250 youth. (fThis is 9% of my total budget to
reach a relatively small number of youth).

The ARIDS/HIV education program in BCPS has been successful for
several reasons. The Ressages begin early and are repeated consistently
tarough all grade levels. As with any information and sk:1l, the pore
it 18 repeated the more we tend to make it an autcmatic part of our
behavior. If we cons:istently teach self-esteenm building and self-concept
Tais'ng techniques, our students w:ll be in a better position
0 rake positive choices in health as well as in all aspects of their
lives. Every child is lovable, capable and of infinite worth. It is
essential chat every child believes this about haimself, 2
comprehensive health curriculum in all grades exmphasizing
consisten: message of positive self-worth will nake a successful, healthy
+2¢ividual who will function well in society.

we can present facts and figures to our youth and ask them to
recite on command this knowledge. fThis will not guzrantee a healthy
decision based on knowledge from that same youth. Most young People
¢o not use their knowledge base to make decisions concerning sexusl
dehavior. It is exceedingly importa.t to teach our young people skills
that they can put into action when faced with a conpromising situation
where a decision must be cade. Practice of these gkills through role
play and peer seaching 1s essent:al to success. Tn BCPS comprehensive
health curricalum, refusal sx1lls, dec:sion wmaking and empowerment
sxills are :aughs, practiced and reinfcrced throsghout.
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Giving a definite message about abstinence from risk behavicss is
vVery important. Deer pregsure 1s exiremely strong in adolescence.
Teeragers, however, consistently nanme adults as those £rox whom they
wish to receive information. Therefore, as adults, w2 nmust l.e
consistent and definitive in our messages about abstinence. These
messiges must be age appropriate and clear. An unclear messsge gives no
direction and the ycuth will follow peers which may or may not be the
healthiest path

A one tize HIV prevention presentation for students is not
satisfactory. Students need consistant, repeated messages about HIV
prevention. These messages need to build decision making skills
and refusal techniques. Informing s.udents about the action of a
retrovirus will not help them tc resist risk behavior.

Through past experiences in teacher training, it has been
determined that a one-tize presentation for teachers is far from
satisfacsory. Training must be consistent and occur often with an
anitial “dose” and frequent follow-ups thereafter. It .s essential
to raise the comfort level of teachers who deal with delicate
1ssues surrcanding HIV education. Raising an instructor's coafort
level will increase their :ntent to teach the curriculum.

Suggesting that a teacher present information about HIV prevention
withoa: appropriate training is doomaing the curriculum to failure.

Inservice teacher training i1s costly »ecaus® substitutes must be
provided. Freguent absences of teachers from the classrooms interferes
with the continuity of instruction .or students. Funding 1s necessary
for after school and week-end trainings.

C££-nour trairing opportunities lacking the enticement of
t1pends or iniervice credits are often unsuccessful as they seldom
motivate teachers to participate solely on the focus of professional

earichment. On the other hand, an extensive training program
occurinj during the .chonl day can be equally unsuccessfyl. No

tter how much funring 1is available, 1% will not supply additional
teacher substitutes 1f they are not available, nor will 1t provide
add:zonai weexd when all diseciplines are competing for comparable
training tame . :s. In addition, the overuse of substitutes can
hinder student achievement.

In 2 laxge sysiem, there 15 often a lack of appropriate personnel
to accomplish mam=oth tasks :involved in HIV education . There are also
varying readiness levels of adrministrators and teachers in dealing with
the hiV/AIDS :nformation, and differences in perceived relative
1mportance of the subject. Many believe 1t 1S not necessary to deal
witn EIV education in school and that the media should be allowed to do
Thzs task.

VAN S Aty Ty o

'
PRI AT
Fige x 3813y Kivpees

,»
X%

3
2

o
7

A dat

vy

2

il

R

Vo en s ot

N e Ny e
W e e L,

13asb e § 2

b P Ao

Fs oW vp S g 0T

st

LTINS
2, €\t o'y

L% ey -

N

P
& S i

0w AR

400 ¢ Qs g rvn s

S axk
Lseorraorin,

Sk




RSN S R T sy
RN R T R o

-

k2

o - 3
106 %
¥ - At
. AIDS/HIV education involves more content to be added to an already
3 filled curriculum.
i
In clementary schools, there is a general reluctance to deal with
S this subject., With such a lazge body of teachers, training everyone
d takes time and money. -
: HIV prevention education works best when integrated into a o
v comprehensive health education curriculum. There needs to be continuity -
k3 so that good health decisions bacome a part of life processes and o4
5 beravior, ey
7
s e ]
o Federal, state and local governments can assist in the following ways: T
7 a. Mandate comprehensive health as a graduaticn requirement for ‘
! all high school seniors. o
i b, Mandate that health education be taught by well-trained health A
p educators, I
. €. Provide inceased funding for teacher training, g
. d. Prowade jincrezsed funding for instructional support materials %
: due to rapidly changing information about HIV infection. e
: €. Assist with audio-visuals and additional materials directed to A
minority and special needs youth. b3
£. Provide financial support for activities targeted to reach ~
. out-of school youth. S
4 9. Provide additional financial and technical support and "
. opportunity for nctworking with national organizations to 3
existing HIV prevention programs, k
CDC-DASH provides technical assistance and guidance and is supportive K
20 loeal control of HIV eu-ca ion prograns. 4nis has been essential :ip 2
tailoring the activities to -.e specific population served. A frameswork .5
:s in place to which programs can be aligned. CDC-DASH, through a project )‘
officer, offers valuable suggestions and technical assistance s
“oncerning approaches to object:ives and activities. Technigues and 4
formats for evaluztion design have been offered through a confzcence K
2 LEA's and SEA's. CDC-DASH provides for and encourages networking and e
: collaboration with national organizations. ¥
in summary, CDC-DASH funding, technical assistance and networking ?‘
support provides the impetus for school systems to produce viable YIv 3
prevention programs fo. both in and out-of-school youth. Assistance Z
i1n these areas from CDC-DASH has been instrumental in Baltimore City Public b
School's AIDS/HIV education effort for both in and out-of-school youth P
N and the community at large. 3
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Hr. Chairman and mamberz of the Committee: I am Katherine Fraser,
Prograa Director of thu AIDS Edu~ation Project at the National Association
of State Beards of Education (dAo8E). I am pleased to talk with you todsy
about the cfforts of our organization and the Centers for Disease Control to
educats the nation's young peoplz about AIDS and the virus, HIV, that causes
iz. State Boards of Tducation are interested in thiz issue because they are
ocllcynakers who ara churged with outlining the response of stata educa%ior,
svatexs to the AIDS epidemic.

RASBE is in its third year of a five-yoar project funcea by the Centers
for Disease Control. Our aim i3 to help statez to dispel the myths about
AIDS and give young people the inforustion and gkills to avold HIV. We do
this through giving on-site tachnicsl aasistance to states by proaustiry
publications to support policy development, and by providing naciora®
leadership gbout the broador health erisis underlying the AT33 ~- .Jawmic chat
exists among our nation’s young people.

Senator Glann, our organization sees AIDS as a part of a bigger
problea. State board mombers sre very concerned about the k2alrh and well
being of our nation's young pecple -- particularly on how thic impacts their
ability to learn, their motivation to graduzce from “gh schevl, and their
readiness to take their place ‘n the world. Teenagers who are depressed,
drinking too much, taking drugs, or who feel like they have no futuse - are
at risk of school failura.

For us, this reaus that schools need to be much more involved in
suppozting young peopla’s physical and amccional health and well being than
they have ever been in the past. This ig not an ides that averyuna ggrees
with - - others will {nsist that schools should 1imit themselves to prozoting
better acadenic achievement -: not health. But heslth and eduaticn are
inextricably intertwined. Without bstter support for studsnts emotional,
social, and physical problems, many of our young people will nevsr graduate
from high school or parform to their full potential. Schools can‘t solve

these prooleas alone, but thoy must be parcners with family and community
efforts to do so.

Althrugh our efforts span Jll uge group:, we have taken a spocial focus
on the heglth problems of adolescents for threa reasons. First, too many of
them suffez from avoidable problems such as drunk driving, drug abuse, and
alienation. Second, adolescents are facing these problems a. ysunger ard
younger ages -- when they are less able to cope and realize the
consequences. And third, the rarults of thesa prcblems are mora devastating
than ever: unprotected geox results in not only unwanted babies -- but HIV
infection and AIDS.

Out ol this concern -- and with funding from the Centers for Disease
Control .. RaSBE haa joined with the American Medical Association to form a
prestigious cormicsion -- the National Commission on the Role of the Schosl
and the Community in Iaproving Adolescent Health -- to draw national
attention ro our adolescent health erisis. ae Commission, which is
comprised of national opinfonmakers in the fields of education, business

health, and the medis will issve its veport and concrete recomaendations to
the nation on June 8th.
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Yith Sts CDC grant, HASBE also helpa state leaders develop policies
regarding AYDS educaticn and people with AIDS. In the past years, we have
visited ona-third of a)l stitas, and because of our work, many states have
adoptad AIDS education requiresonts, as well as policias to help school
communitiea makes cecieions resarding people wirh AIDS using methods that are
sedically sound and compassionats.

Va have becoms & national snd international center for information
about AIDS and echools. Our latest publication, .
has been requeeted by people from around the country and around the world to
help them develop policiae for psople at school who are infected with HIV.
Ve also conduct a yearly stata-bv-ztats survey of actions to promote AIDS
ecucation, and through this effort we hava learnsd about the impact of our
vork: In the summer of 1987, 7 etates required AIDS education. By 1990,
this runber has quadruplad: 30 states and the District of Columbia now
require AIDS education.

Our obligations in regard to our grant include working cocperatively
with CDC and othar organizations, as well as having a project teview panel
review all of our materiale. CDC also reviews our materials before they are
pubiished. Ue are also required to contribute to CD:'s AIDS School Health
Databasa. Next year, we will be required to participate in an electronic
bulletin board that has been set wp by the Council of Chief State School
Officers.

I have also been asked to comment about how CDC can better coordinats
federal, state, and local governments' prograss with services provided by
organizations guch as oure. First of all, I want to tall you that I have
worked closely with the Division of Adolescant and School Health for threes
yours, and I think their program is firet-rate. Like any ambitious and
innovative new program, it has had its growing pains .- and this eapecially
true since it had to respond to not only a public health emergency, but a
highly charged political issue. I think that all of us have felt that we
could hardly afford tha time to pause over the past three years, because
livea are literally at gtake. At the sane time, I think that this point --
3 years into the process -- is an excellent time to think about how CDC and
organizations such as NASBE can better work together to maximize our
strengths,

CDC 13 a public health agency that is working with educatfon -- and in
doing so, is building bold new bridges between the fields of education and
health -- and this is a great step €orward in pronoting the health and
educational prospects of our young people. Two of the three top priorities
of the CIC’'s new director, Dr. William L. Roper, are prevention of heclth
Problenms and improving children’s health. To prevent health problens of
children, the public health system will be most effective if it works with
schools -- because schools are where the children are.

Another strength of the CDC progran is that through such activities as
<'moo~cing our National Commission, CDC is raising awareness -- at many
levsls -- sbout the inadequacy of many health education programs to cope
with serious problems such as AIDS. When health education is mentioned,
many people remember their own experiences in which gometimes poorly trained
and reluctaat physical education teachers gave then lectures about sex or
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the four food groups. If we hops to convince our teenagers to rezist
behaviora that could expose them to the AIDS ‘sirus, then we must think
differently about health education. Students need relevant information from
well-trainsd teachers, and they need to lestm and practice the skills they
need to live a heslthy life. These skills include lesrning to make wisc
decisions, to wurk cooperstively with others, to resist pressure, snd to
take responsibility for themselves.

To strengthen their program over the coming years, I suggest that CDC
continue to consolidate and use the results of one of its greet successes:
the capacity it has built in the diverse national orgenizations it has
worked with over the past three yoare to improve AIDS and hsalth education.
With these organizations, they gain access to dacisionmakers at all levels
across the ceuntry -- people who have the energy, connsctiens, and skills to
make things happen -- at the lecal, state, and national level. As CDC works
with individual states, it needs to build better and better ways to draw
upon the information and experience of its funded organizations o plen
strategies, build coalitions, and make real progress.

Second, as the CDC program continues, it should continue to work with
stste educetion agencies, and to help support their efforts, it should also
forge stronger links with diverse groups at the state level -- including the
nation’s govarners and legislators. This kind of lesdership ie crucial to
CDC's long-term plan to effectively educate every young person about HIV and
related heelth issues. Many states that have made a couprehsnsive, thorough
statewide commitment to improving thefr AIM end health programs have had
the support of governors and legislaters. Yt iz often these leaders whose
hearts and minds must be won to effect substantial, long-term change.

The AIDS epidemic remains & crisis, and it remains a highly emotionally
and politicelly charged issus in many states 2nd local compunities. For
this reasun, we must continue to build coelitions at the atate and local
levels. It certainly will be easier to build state and local coslitions if
we can male AIDS educetion a part of s bigger effort to improve the health
and achievement of our young people.

1 would like to express my sincere appreciation for having the
opportunity to talk with you this morn’ng. HNASBE and its state board of
educacion pembers stand resdy to work with you in‘continuing to confront the
national health crisis of the AIDS epidemic.
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UNITED STATES SEMATRE
COMMITTIER ON QUVERWIENTAL AFFAIRS
HEARING OX AIDS EDUCATION YOR SCHOOL~AGED YOUTH
Nay 3, 1990
Testimony of Ssaniirz McDonald, Founder/Pres’ *ant
OUTREACK, INC. ATLANTA, GEORGIA

Good morning Chairman John Glenn, members of the Committee
on Governmental Aftairs and other observars and participants. My
nane is Sandra Singleton M~Donald and I am Founds. and President
of OUTREACH, INC., a four year old minority non-profit grassroots

conmunity-based organization in Atlanta, Georgia.

OUTREACH, INC.'s overall mission and purpose is to provide
cultu.ally-sensitive AIDS and drug abuse education prevention
programs to the minority communities in Metropolitan Atlanta's
inner city neighborhoods and throughout the State of Georgia. To
meet the challenge <f our uwission, we comkine a two-prong
educational approaches which utilizes both traditional and non-
traditional methods. Our traditional approaches include training
and informational workshops to groups including elementary,
middle and high schools, colleges, churches, civic organizations,
halfway house, drug treatment facilities and various others. oOur

non-traditionai approaches include the formation of a "street
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i !estimony of Sandra Singleton NcDonalld

H Senate Committee on Governmental Affairs
¢ May 3, 1990

team” which ccnsist of former intravenous drug users who are

N NN

certified AIDS educators and provide one-on-one interventions to

persons at elevated risk for HIV disease.

During 1989, our street tecm made 95,000 personal contacts
with current substance users, their partners and other family
members, out-of-school youth, and others in the minority
community where distribution of 200,000 condoms, 2,000 of
individual bleach bottles and 150,000 instructional brochures
were handled. Other approaches have included sponsoring a fenale

impersonation contest where AIDS education was provided prior to

announcing the winner to black gay males; placing Peer Counselors
(recovering intravenous drug users who are AIDS educators
promoted form our street ter~) in our largest charity hospital,
Grady Memorial to intervene with addicted patients with HIV
disease to encourage drug treatment, 12 step-help programs and
general emotional support; and, adopting 2n inner city high
school and an alternative school for out-of-cchool youth to begin

v a Teen Peer Program.

My testimony this morning will center around out HIV

awareness programs targeted at school-aged youth.

. Q
ERIC {
-y R o




O

ERIC

Aruitoxt provided by Eic:

113

Page 3

Testimony of Sandra Singleton McDonald
Senate Comnmittee on Governnmer.tal Affairs
May 3, 1990

IN SCHOOL YOUTH PROGRAM

Jutreach, Inc. was <ontracted by the Center for Population
Options, a netional organization funded by the Centers for
Disease Control'z Adolascent and School Health HTV Education
Program, in jugust, 1989 to bejin a Teen AIDS Prevention Program
at a local middle or kigh scheol. 1he contract was for $2,500
and covered a one year period. Since the Atlanta Public School
System did not have a formal pro¢ram for AIDS education in place
for students, we were fortunate to br given permission to operate
in an inner city high school whare two /2) students under sixteen
years old were recently killed in drug relaced fights in the last
twelve (12) months. Students were chasen by the school's

cfficials for participate and parental approval was obtained.

A course outlinz and general program oparaticns were provided by
the Center for Population Options and hase been followed by the
fifteen (15) students participating in the proyram. The students
meet for two (2) hours each week and in addition to the course
requirements a variety of guest speakers provide training on
pertinent diseases, teenage pregnancy, suicide, honicide, peevr

pressure, stress, etc.

The students chose as their project to deveiap a Teen's AIDS

Awareness Workshop targeted at their peers and to conduct
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Testimony of Sandra Singleton McDonald
Senate Committee on Governmental Affairs
May 3, 1990

a minimum of ore (1) workshop for 10th, 1l1th and 12th graders at
(10) major Atlanta high schools. A peer level brochure, poster
and referral card developed by the students vill.ba provided.
buring the summer months, the students will begin a "Teen Crisis
and Self-Help Line" where ctlls from teens seeking information
about AIDS and/or drug abuse will be received. This télephone
line will be located in our administrative offices and one of our
outreach Specialist will assist the students. The availability
of this service and the appropriate telephone number will be
advertised at eatablishments frequented by teens including record
stores, pizza parlors, skating rirks, etc. Public service
announcements written hy the students will also be placed on

local radio stations.
OUT-OF~8CHOOL YOUTH PROGRAM

Our first encounters with school-aged youth who were not in
school began in 1988 when our initial "street" outreach work
started. our outreach Specialists (who are trained AIDS
educators and recovering Intravenous/substance users) began to
observe sgeveral young minority males who were regulars at local
recreation centers where basketball in played uost of the day.
After developing a level of trust and creditability, the youth

were receptive to information on the transmission of HIV and
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Testimony of $andra singleton McDonald
Senate Committee on Governmental Affairs
May 3, 1990

prevention tech.iques. While acceptance of condoms was slow as
tirst, it rapidly became our hottest item.

’In innex city Atlanta, it is difficult to identify any one
section of town where out-of-school youth congregate, however, we
continued to discover these youth in areas where drugs donminate
and vhere sex, money, stoles items and otkhirs are exchanged for
crack cocaine, powdered cocaine and heroin. We recruited two (2)
youth who were seasoned "street wise® veterans to distribute
informational brochures, condoms and bleach to other kids on the
street. These youth also became our entrance into other areas
where out-of-school youth including runaway gathered. Jo
Bergman, Vice President of Wurner Bros Records has been a
supporter of our Teen Program and has provided cas-itte tape,
albums and compact discs which are used as an incent. for kids

to talk to us on the streets.

Currently, we have recruited five (5) students at the
Exodus, Inc. Academy (an alternate school for out-of-school
youth, runaways, troubled students, etc.) to become Teen Peer
Counselors for youth on the street sand will begin *.aeir wraining
progran when funds can be obtained for stipends. Thes= students
will work in concert with our in-school youth on various projects

including the Crisis Line and the peer level workahops.
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Testimony of Sandra Singleton McDonald
Senate Committee on Governmental Affairs
May 3, 1990

RECOMMEXDATIONS

We strongly recommend and encourage the consideration of the

following:

» Funding be continued for the Centers for Disease
Control's Center for Chronic Disease Prevemtion and
Health Promotion's Division of Adolescent and School
Health HIV Education Program for both in-school and

out~of-school youth.
* Out-of-school youth programs include:

- the tloxibility of designing written nater:als
which reflect the language of "streot wise” kids
and is culturally suited for different audiences
i.e. rappers, punk roc«ers, heavy netal followers,

etc.

- the participation of corrmunity based crganizations
vho offer substancae abuse informaticn and

treatnent prograns targeted towards teens: and
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Senate Cormittee on Governmental Affairs
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- an Advisory Panel of <former runaways, out-of-
school youth, getc. 0 provide gquidance on

appropriata intervention methcds and Zachnigues.

CDC's CCDPHP davelop partnerships wish corporations
whose products ara marketed t> teens to solicis
Darticipation is providing AIDS awareness inforzaticn
with  purchases. Exanples include %a.z fcc?d
Testaurants, record storss, tennis shce csmpanies anc

other.

Zfforts to provide educaticn o youth cn all health
issues by the Centsr for Chrenic Diseass Prevention and
Health Promotion's and other agencies, te incorpcrated
wirh AIDS awareness information ror a comprehens:ve
zethod of ccmmunisation. Sxamples include drug abuse

sducation, other sexually transmitted dissase, teenage

pregnancy, etc.

Rexoval of several restrictions on HIV elucation and

presantion activities. Thank ycu!
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Chairran Glenn and membars of the coumittee on Governmental
Affairs, my naxe is Jay coburn. I am Director of the Safe Choices
Project at the National Network of Runaway and Youth Services.
I am here today representing the National Nstwork, our members, and
the thousands of young people who ara living without the support
of our schools and .ther institutions as they struggle toward
adulthood. I am alsc hers to share tha experiences of other
naticnal organizations which receive funding from the Division of
Adolescent and School Health (DASH) to provide education services
to out-of-school youth.

Thank you for the oppuicwsivy; +t speak before this esteenmed
panel on nmatters that could save the 1lives of so many
disenfranchised young people. I would like to tell you about the
work of my organization and project, briefly profile those youth
who are at highest risk for HIV infection, outline our current
efforts to prevent HIV infection within this group, and discuss the
prevention initiatives overseen by the Division of Adolescent
School Health (DASH) at the Centers for Disease Control (CDC).

The National Network

The National Network of Runaway and Youth Services represents
over 900 community-based organizations throughout the country as
it educates and assists the nation in providing support and
Services for high-risk youth and their families, so they may lead
safe, healthy, and productive lives. To that end, Safe Choices is
a nat:ional initiative to provide materials, training, and technical
assistance in HIV and AIDS prevention to those who serve runawly,
honeless, and other high-risk youth. In addition, the project
provides information on high-risk adclescents and HIV and AIDS to
national orgznizations and policy makers.

Iouth and HIV

Adolescence is a tine of exparimentation for most young people,
as they assert their independence Zrom parental figures and begin
to explore new ideas and behaviors in preparation for agulthood.
Unfortunately, this experimentation increasingly includes early
sexual activity and alcohol or drug use, placing youth at risk for
a variety of health problems -- including HIV and ultipately, AIDS.

Sexual Activity

-] Un average, young women first have sexual intercourse wher
they are 16.2 years old; for young men, the average age i.
15.7 (Zelnick & Shah, 1983). For most, the decision to have
sexual intercourse is spontaneous (Zelnick & Shah),
decreasing the 1ikelihcod that condoms will be used to
prevent the transmission of disease or unwanted pregnancy.
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© The average age for first sexual intercourse reported awong
young women in an inner city detention population was 12
years cld (Hein & Hurst, 1988).

23 o sk L oy it b

© One in six high school girls who is sexually active has had :

at least four different partners (Madaras, 1988). v
o In a study that focused on health services to homeless :
paople in 19 cities, homeless girls aged 16-19 had the »

highest pregnancy rate of any other age group. Thirty~one B
percent of the 16-19 year olds receiving health services 3
were pregnant, »s compared to 9% of the control group used 3
(Wright, 1989). §

STDs

o 2.5 million teenagers, or about 1 in 6 teenagers, contract 3
an STD every year (Madaras, 1988). 3

o People with a history of sexually transmitted diseases
(STDS) appear to have a higher incidence of HIV infection :
than people with no such history (Cates, 1988). p

o For sexually active teens, latex condoms are the best way
to avoid HIV infection. However, only about 25% of teens
(aged 15~24) use contraception consistently; only 21% of
these use condoms (Bachrach, Horn, Mosher, & Pratt, 1984).

Alcchol and other drug use 5

° Anong adolescents surveyed in 1987, about 1/4 of sth graders M
and more than one-third of 10th grade students reported
having had five or more alcoholic drinks on one occasion
dnring the previous two weeks (American School Health
Association, 1987).

© Reported rates of substance abuse among runaway and homeless .
adolescents range between 70-85% (Shaffer & Caton, 1984;
Yates, MacKenzie, Pennbridge, & Cohen, 1983; Rotheram~Borus,
Roopman, & Bradley, 1989).

© Use of drugs and alcohol by teens impairs judgement, leuding
to poor decisions about engaging in sex in the first place.
Drugs and alcohol also impair a person's willingness and
ability to use condoms or other precautions.

At this time, several hundred young people aged 13-21 have been
diagnosed with AXIDS. AIDS is the 7th leading cause of death among N
15-24 year olds in the U.S.; it woves to 4th place when looking at M
health-related deaths (National Center for Health Statistics,
1990) . Health care experts assert that these numbers mask the true
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incidence of HIV infection in adolescents, since those infected
vith the HIV-virus as teens are usually asymptomatic until sometime
in their twenties. (The latency period for the HIV-virus may be
as long as 10 years. currently, 203 of those individuals diagnosed
with AIDS are aged 20-29; many of these were probably !nfected as
~eenagers.)

Cases of AIDS among older adolescents differ from younger
children in that the virus is: a) most often transmitted through
unprotected sexual activity or sharing needles and b) can be
prevented when young people are given the information and gain the
skills necessary for behavior change. Adolescent infection also
differs from adults in several ways: a higher percentage of
females are HIV-infected; the rate of heterocsexual transmission is
double that of adults; and therc is a higher prevalence in young
people of color.

High-~Rigk Youth

Youth at highest risk for HIV infection face the same
developmental challenges as othar youth: they experiment, test
limits, and believe they are invulnerable. As far as HIV, they
are often isolated from the institutions that are typically
expected to carry prevention messages -- schools, families, health
services. Unfortunately, they lack the adult support and resources
which help to ensure healthy transitions into adulthood. They miss
school or drop out, engage in sexual activities at earlier ages,
and are more apt to become chemically dependent on alcohol and
other drugs.

Runaway and homeless youth are particularly vulnerable. Life on
the streete appears to be the rost viable option for many of the
estimated 1.3 million youth who have fallen through the cracks of
an overburdened child welfare system or who have fled or been
ejected from chaotic and often abusive hores.

Although these young people cowe from diverse backgrounds (i.e.,
they represent every sociceconomic class, ethnicity, and
community), living without adult support and guidance is a great
equalizer. Runaway and homeless youth often lack access to things
wany adults take for granted: bathrooasg, places to bathe, warm and
safe places to sleep, regular meals, transportation, and people in
their lives whom they can trust.

Because of their age and lack of «ducation or job training,
these young people have few skills or .ife experiences with which
to earn a living. They are easily +xploited. Drugs and alcohol
(which impair judgement) are often used as means to fit into the
street scene, escape from the pain of the past, or ease a sense of
hopelessness in the present. 1In addition, youth are forced to
engage in survival gex to meet their basic needa of food and
shelter.
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Runaway and homeless youth often lack HYY prevention
information, the negotiation skills nicessary to practice safer
bghavior, and access to condoms (or blesach to disinfect naeedles).
Also, ths adults who sexually assault or exploit these teenagers
are rarely interested in risk reduction; they pay and/or coerce
youth to forego condom use. Too often, because of their profound
isolation, these youth lack the will to sava their lives through
less risk behavior.

e N P Ly

poar S vt e :f«i e

N Currently, programs that counsel runaway and homeless youth in
H New York City report that 7-15% of their clients who have been
tested for the virus are infected (Kennedy, 1988). Prevention and
intervention is very difficult given the complete lack of stability
in these young people's lives. Just securing shelter on a day-to-
day basis and remaining relatively safe from assault is consuming.

Aunto-
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Getting these young people off the strcet, away from the
pressures and exploitation that makes them more susceptible to
risky practices, is hottom~line HIV prevention. At the same tine,
street outreach and youth emergency shelter ‘programs act as the
point of access for many high-risk youth into the saervice delivery
system; they are strategically poised to provide HIV prevention
education to young people who are, for the most part, disconnected
from their communities and responsible adults.

R R R

Characteristically, the focus of these programs is crisis :
intervention, stabilization, reuniting families, and brokering ,*
additional services for young peopie (e.g., getting the child y
welfare agency tc take custody when an under-age youth has been 2
abused or neglected.) With training and assistance, community- 5
based agencies can also help young people change their behavior to
make thea safe from HIV.

Safe Choices Rroiect

The Safe Choices Project has received funding from the Division
of Adolescent School Health (DASH) of the Centers for Disease
Control (CDC) for the last three years. The purpose of the
cooperative agreement is to expand HIV prevention activities
benefitting out-of-school youth -- specifically, runaway, homeless,
and other troubled youth. Working with community-based
organizations that reach out to high-risk youth, the project has
four parts: educational materials, training, technical assistance,
and public information and networking.

YRR

The Safe Choices Guide. The Guide, a central component of the
project, is designed to help youth-serving organizations develop
policies and programs to help stop the spread of HIV -- including
r'mavay and homeless youth centers, detention facilities, and group
homes.

NP e it
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The Guide consists of the following modules:

o wurganizational policies about AIDS and HIV infection (e.g.,
safety procedures, anti-discrimination policies)

o6 staffr training for all employees who come in contact with
youth (i.e., line staff, counselors, cooks, drivers)

o youth training, including basic information and skills-
building exercises

o individual and family counseling

(=] outreach to street youth

o telephone hotline inform tion, counseling, aid referral
o HIV prevention in foster care settings

CDC has funded development and printing of the Suide along with
additional financial support from the Metropolitan Life Foundation.
The Guide will be disseminated to the 343 federally-funded runaway
and homeless youth centers, and additional copies will be made
available to youth-serving agencies nationwide. Final approval on
the text of the Guide was received from the CDC on April 27, 1990.
Now in production, the Guide ias scheduled for distribution at tbs
end of May.

Workshops and Training. Sessions are held throughout the
country to alert youth workers to the impact of the epidemic on
young people and to train program staff so they can provide
effective HIV prevention education. The one-to-three hour
workshops are typically convened at naticnal and regional
conferances. They are designed to int.'oduce participants to the
issues affecting high-risk youth and Hiv.

Intensive training conferences, based on the P
increase participants' knowledge and competencies in the following
areas: organizational policies, training for staff, HIV prevention
for youth, and integrating HIV prevention messages into existing
counseling, street outreach, hotline, and foster care prograns.
In addition, participants become familiar with local rescurces and
learn about networking and organizing community responses tc fight
HIV.

In the first half of this fiscal year, Safe Choices has reached
387 youth workers, teachers, and other professionals through 11
presentations held throughout the country -- e.g., Angel Fire,
N.M.: Stevens Point, Wisc.; Richmond, va. Intensive, one- to two-
and-cne-half day trainings have been held in five cities during the
same period, including: Washington, D.C.; Housten, ‘ex.:
pittsburgh, Penn.: Springfield, Mass.; and Ashland, Ore. By
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3 October 1, 1990, community-based organizations serving high-risk ~ L
N youth in each of the ten federal regions will have had the o
: opportunity to participate in these sessions. ;
i Technical Assistance. The project provides technical iﬁ
assistance, namely, support and information on model prograns, &
policy development, private funding sources, and new materials P

(e.g., posters, brochures, videos) through a variety of channels:

] The AIDS Technical Assistance Hotline (1-800-878-AIDS)
provides personal assistance in developing programs and
finding new materials for those serving at-risk youth.

ks . 1
R A R Y]

© The YOUTHNET AIDS Bulletin provides weekly updatas on HIV
prevention and other activities through the National
Network's telecommunications system, YOUTHNET.

Lo

e s

o The "Network News" and "Policy Reporter" are National
Network publications that carry HIV/AIDS related urticles
to inform and educate Yyouth providers. .

L sy

Safe Choices is algso providing intensive and ongoing technical ;
assistance to seven youth sghelters in the washington, D.C., ,
metropolitan area. In recognition that agencies working with high-
risk youth are often constrained by limited staff and other
resources, Safe Choices provides a half-time trainer shared by the
shelters. Funded through a grant from the Aetna Foundation, the
trainer is able to provide agsistance to agency staff and training
to clients every two weeks at each sghelter. Depending on
evaluation outcomes, this model may be replicated in other
communities in the future.

.o Wb 4wtk

Public Information and Networking. These activities are
critical to aeveloping greater public understanding and support for
additional HIV/AIDS services for nigh-risk youth. Project staff
work with other national organizations and decision makers to .
increase awareness and to facilitate cooperation at all levels of
community that cuts across public/private, professional, and
ethnic/cultural 1lines. DASH's cooperative agreements with 20
national organizations emphasize collaborative efforts:; to that
end, several national organizations hope to hold joint training
next year for their respective constituents in select cities across
the nation.

PAcH and prevention Initiatives

Effective HIV prevention for all youth, particularly youth at
risk, must provide information and skills. Teaching young people
about how HIV impairs the immune system will not help them if their
sexual partners refuse to use a condom. Young people need refusal
and negotiation sgkills and explicit information if they are to
abstain from risky behaviors or reduce their rigk by using condoms.

iv v
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A recent study n HIV prevention for high-risk youth conducted
at Columbia Urit+~rizity found tha*t young people had a high level of
knowledge abr.u> HIV transmission (Rotheram-Borus, Xoopman, &
Bradley, 198+, . Hovever, they lacked negotiation skills and
despite their :.mih level of knowledge, they continued to engage in
high-risk be -«tiors with multiple partners. An effective
behavioral chenge intervention required ten, one-hour sesrions
providing explacit information and skills in order to initiate a
positive change in risky behavior Sustaining that change Gemanded
additional wsurport. These resuics underscore the iwmportance of
addressing rgo-related challenges and stabilization issues whaen
designing p.  ention education programs for out-of-school youth.

Obviously, coxmunities need highly skilled trainers to work with
these young people. Funding community projects that hive a
trainer(s) who is shared among community-based organizations is a
cost effective modol for providing prevention education. In
addition, it has the added benefit of encouraging cooperative
efforts at the locai level.

Numerous federal agencies within “he Public Health Service
(e.g., CDC Center for Prevention Services, National Ingtitute of
Mental Health, National Institute of Drug Abuse) are beg'nning to
provide rasources to community-based agencies serving out-of-school
youth. However, there is little coordination between agencies and
no sharing of resources and model programs.

Recoxmerndations

© The Public Health Service (PES) should incresse coordination
among federal agencies making NIV prevention grants to
community-based organixations “argeting out-of-school youth.

¥ore funds must be made available directly to community-
based organixations to provide the intensive training to
out~of-school youth necessary to initiate and sustain
behavior change.

The Centers for Disease Control (CDC) should wodify current
restrictions on the content of HIV prevention messages to
allow the use of Largeted materials proven to be effective
by public bealth experts, even though they may offend some
zudiences.

The Centers for Disease Control's HIV prevention initiative for
out-of-school youth is currently based within DASH. At first
g’ -r the wisdom of making departments of education responsible
1. dents who appear to have left their system may seen
que .nable. However, practice ylelds other conclusions.

First of all, the boundaries separating in-school and out-of-
school youth are permeable. Youth may be in and out of school over
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pericds of time due to a viZiety of circumstances: runaway
episcdes, a Yamily crisis such as loss of the family home, needing
to work during school hours or take care of younger siblings,
changing fostar cars placements, and simple truancy are among the
reasons school-aged youth may not be in school. In addition, some
youth who may ultimately drop out often vacillate over time between
quitting school and resus ing attendance.

Secondly, schools know young psople and the technologies that
snhance their learning bstter than any other system. They have
experience, and there is precedent for them to educate youth who
are out-of-school (e.g, in a majority of states, achools must
already provide education to incarcerated, out-of-school youth).

Often when young people are troubled or become disconnected from
society, there is a tendency to forget their age and serva thanm
solely on the basis of their probleas. It is assumed, for exanple,
that adult or family homeless shelters gerve youth or that a
teenager with drug problems can be sarved by any rehabilitation
program. In reality, minors are often denied service at these
adult-oriented programs and if they are served, youth are exposel
to the influence of very troubled adults in programs that are not
tailored to meet their developmental needs.

Out-of-school youth need help in preparing for adulthood. If
schools are going to respond to the much discussed crisis in
education and prepare the work force of the future, they need to
reach out to those young People who struggle within and without the
educational system. It is not enough to find ways to keey young
people invested in the educational process during znd after jinior
high school, adolescents who have left school need encourigement
and help in reconnecting with 3chool. The DASH progran reinforces
this involvement.

Finally, DASH's initiative requiring the educational system to
respond to the needs of out-of-school youth Js resulting in unique
and effactive partnerships betwaen publi. agencies and community-
based organization's that serve these youth. Examples of
collaborations which have included the Safe Choices Project follow:

© The Wisconsin Department of Fublic Instruction, the state
educational agency (SEA), provided funding to bring together
all the runaway and homeless youth programs in that state
for a day-long training in cooperation with the %Wisconsin
Agsociation of Runaway Services.

© Safe Choices staff have provided technical agsistance to 24
state teams of public and private agencies at three, DASH-
sponsored conferences.

© InArizona raecently, 1£0 professionals from public agencias
(e.g., schools, health departments) and private community-

Page 8
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based organizations who work with high-riusk youth attended T
- a two-day training convened by the SEA. The 3EA wurked with 4
the National Network to identify runaway programs in the R
state and invited Safe Choices Project staff to present at 3
the conterencs. ;

* 0 Next week in Columbus, Ohio, youth workers from throughout J
the state will attend a two-and-a-half day training provided 5
by Safe Choices. They will be joined by repcesentatives o :
the Ohio SEA, the Amarican Hedical Asgsociation's DASH-funded %

Youth HIV Education Project, and private industry, which is
interested in providing private sector fundinyg tio community-
based organizations. -

conferences in Virginia this fall to groups convened through
the Virginia Department of Education for public and private .
agencies. .

However, these collaborative relationships need to be expanded
and DASH should continue to require SEAs and local educational
agencies (LEAs) to work more closely with communitv-based youth-
serving agencies. Some SEAs and LEAs still laca expertise in
reaching out-of-school youth. DASH should use its six national
organizations serving these youth to provide technical assistance
to SEAs and LEAs.

i
o0 Safe cChoices will provide threa intensive training N

Reoomnendations

. © The Centers for Disease Control's HIV prevention efforts 4
targeted at out-of-school youth should oontinue to be
coordinated by the Division of Adolescent and Sochool Health.

© DASH should continue to require SEas and LEAs to work with
ocoamunity-based agencies in reachine out-of-sohool youth.

©  DASH should inorease funding to national organizations (that
work with constituencies aerving out-oi-school youth) to
enable them to0 provide more oomprehensive teohnical
assistance to BEas and LEAs.

These historic partnerships will ultinmately benefit out-of-
school youth through teaching those who are already working with
theun how to become HIV prevention edus~tors and vy teaching
educators the needs of these youth and how to best reach then.
Under the Federal Government's leadership through the jrograms of
the Division of Adolescent and School Health, communities are
finally banding together to sddress the myriad problems facing
high-risk youth and their farilies. DASH's efforts should be
continued and strengthened.
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Apnl 9, 1990 3
DIVISION OF HEALTH SCIENCT 3
ROBERT C. ANALDL PR.O. .

Dwecior
OLPARTMENT OF HALTH Lt
Tatphone 012 8443370
Far Q1) G441
AR B CLSTER MD Judith  Scadcrowitz
Ovecrce Teear. for AIDS Proventicen (TAP)
- DALE A YT PO Center for Population Options(CPO)
e 1012 14th Strect, NW . Suitc 1200
AGoieeceet Hesth Areiyee W”hmgmn. DC 20008 .t
JNETE GANS, PRD
Screst

Dear Judith: -

Congratulations on being sclected to recenc an award in the AMA
Nattonal Congress on Adol. c¢nt Health Awards Program® Wc had §
nvminstions from many cxccllent programs and outstanding individuals
this year. and you arc certainly among 3 sclect group of those our
reviewers chose for us to recogmze. | would hke to first clanfy what our
recognized programs snd individuals can cxpect and begin 1o make
arTaNgEiCAlS for you 10 reccive your recdgnition
Tht iwird plaquss and ceruficzics ©f mem: for honorable menticat wili
be given out 21 a special reccpuon at the AMA Nauonal Congress on
Adolescent Health in Washington, DC on Fnday. May 1, 1990 The v
recepuon will be from 5.00 . 7:30PM. We hope that s represcatative of E
your program can b¢ present o reccive the award and sharc your work
through 3 postcr display Confezencs regstration focx have been -
waved for onc person from cach pidgeam rccoiving an award or ?
honorablc mention  Repic s_for ference and :
< 2¢ send _these 1p 3¢ <oon as passhlc Award E
winncrs will reccive a check for $600 at the reccption 10 defray costs of 4
aticnding  the confcrence i

The -ncloscd 1990 AMA Posicr Sexuion/Awards Presentaion _Planwmng )
Loatm lsts the utle of your program as u will appcar on your :
plague/ecriificaic  Please rcad this over and malc ap;  cofrecions
oceded  Since plaques and coruficates muw be ordercu soon. Kelly Koski.
vur Admimistrauve Assissant, will call 10 chich on nccded corrcctions

All awsrd winnces and pcrsons reccaving honorabic menuons  are H
ivied to creaic a poster display desenbing ther work  The posics
displays will bec presented duning the rcception and will be avaslable for
confcrence parusipants 10 review the following morming 3s well  You
wit have 3 sia foc table and 3 four foot by esght foor coslboard 10
display matcnials descnbing your work  The Planming Form also adks
about your clectrical nceds for your display  Please fet Kelly Lnow any
< _heeded for the dieplpy  whep she ¢l M

P':asc notc therc s a charge for vidcorccorders and shide projceinrs
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Matcrials for the posicr displays adould oc shipped 1o the hotel ahead of time. A
shipping label for the botel which lins your tsblc number is cnclosed. The posict

N 2 Ifa
represcaiative from your program casnot atiend thc Conpress, you may ship
maicrials 1o be displayed at the Congress. Our staff will casurc that these are
dlsplayed and retumed to you.

In addition to thesc armangemeats, we will be scading you a sample pross relcase to
usc in s foming the medis abowt your recogmition. The press roleasc will have
3paces fot YOu 10 Laat your own Individwal information. 1In previous years, many
lozal aad rcgions] staic modia featured stofcs oo recognized programs. A
pdotogryphor st the recepilon will take a picture of cach person recciving 2
recoguluor.  These plctures will be seat 1o you 10 use in later pubiclly releases, We
arc also planning to distrid iafk ion on our h d programs, and individuals
through varicus AMA media. Ponlons of the awards preseatstion will be featured on
AM Television which alrs on the Discovery channel,  Scveral programs and
individuals will b featured In Targer 2000 & newsleued seat to 4,000 heahih
profcssionals across the U.S. Abstracts of the recognized programs and Individuals
will also bc publishcs as a booklet to be distribu | 10 persons requesting information
on sdolcscent health programs {rom the AMA.
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I you have any questions about these armangements, please cali mc or Kelly Koski at
glz) 6455575, 1 look forward to talking with you and bope to mect you at the
ongress.
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With Warm Regards,

" e, Ph.D.

}j- Awards Program Dircctor
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CORPORATION FUR PUBLIC BROADCASTING

Donald E. Ledwig
President and
Chief Executive Officer

May 18, 1990

The Honorable John Glenn
Chairman

Committee on Governmental Affairs
Unite4 States Senate

Washington, D.C. 20510

Dear Mr. Chairman:

It has come to my attention that the Committee on Governmental Affairs
held a hearing on Hay 3, 1990, on the topic of AIDS education of
school-aged youth. I woulg 1ike to offer for inclusion in the hearing
record a brief description of one effort by the Corporation fui Public
Broadcasting (CPB) to apply its own experiences and resources o this
particular issue.

CPB ¢ a nonprofit, nongoveramental corporation authorized by the
Public Broadcasting Act of 1967 to facilitate the deselopzent and
distribution of high-quality public service programming to all
Americans. Since its inception, it has been a priority of CPB's to
make public broadcasting prograsming available to those unserved and
underserved by other broadcast services. As one example, CPB is well
known for its leadership in identifying and supporting educational
programs and materials.

Last year, the Corporation and the Public Television Outreach
Ailfance, which works with cosmunitivs on major social issues such as
AIDS, literacy, and child care, spoentored a natiorwide High School
AIDS Education Video Contest. Studeats were asked to produce videos
that would provide the facts about AIDS ‘o their fellow teens. Clips
fr a the winning videns and other entries were incorporated into a
longer AIDS education video whitn is new being used in the schools as
part of a comprehensive AIDS education effort.

The final product is a 25-minute video entitled Stop AIDS!, consisting
of nine student videos of varying lengths and styles, ranging froa
1ighthearted skits and dramatizations to an emotional look at the
fmpact of AIDS on a teecnager who has lost a friend to the diseise.
Students use contumporary theses to creatively broach a difficult

901 E Street NW
Washington, DC 20004-2006
(202) 879-9800

FAY (202) 783-1019
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subject .tnd\to communicate, in faﬂiw'lwum.avi,tll‘;facts\about
AIDS to fellow students. The video is accompanied by a ‘teacher’s -

guide and can act as a catalyst for classroom discussion ofsthe.
subject. .. . o

I
- LS

N P P .5,
Thus far, 3,500 copies of:the video hyve been. distributed t0,public
television and 1adio’ statioas, schools, commnity erganizations, _
hospitals and.clinics, natfomiide.. ‘Segments;of -the:video have been N
aired by cosmercial news programs as an ‘exampls_ of AIDS education
tactics in the teenage community, P R

Public broadcasting has played, and can <ontinye to pliy :an:-important
role in educating our youth ab~«t many of the major social. Tons
facing the Nation today. As yue continue to take a leads ip role in
this critical issue, I urge you to consider CPB and ‘public
broadcasting as a foundation that this comaittes can builc upon for a
better informed America.

Sinceraly,

gg = .

Dorald E. Ledwig
President and
Chief Executive Officer
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Orisn rah Cohen
UukrSerc. [gta!! to United States Senate
7 iConaittee on Governzental Affairs
1% 340 Dirksen "
g Washington, D.C.  20510-6250 i
- = d
?’ Dear Ms. Cohen: *%
f Threstold [Thank you for the opportunity to provide written testimony iz
: to the Senate Coamittee on Governmental A’ airs. I am happy Ry
H to provide information regarding YouthCare’s work with e
BIV/AIDS education efforts, particularly the vork we do in "=
K partnership with cbC. %
N

- ICDC’s work, in conjunction with youth service agencies ﬂ_—‘;’
: Smicy Hose feproughout the nation, has been very positive and much o
: Ineeded, hovever, we have only begun the huge task of 1
: educating youth at risk of HIV infection. %
& - g
H I cannot urge the coxmittee strongly enotgh to expand its R
N lefforts on behalf of youth in crisis throughout our country. <

lease do not hesitate to contact me if I can provide it
< nything further to the committee. -
f incerel ;
B Victoria A. Wagner B
- [Executive Director f'f'
0 >
: lenclosures 3
- GargP {VW/KAN/testai /501 z
% Services - A
. i
. Saxts Yo eh | 1020 Virgete Sere 1, S, Wbdogion 95505 3
. Sercw | Reiephors 206/622-287 ‘;;

-
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Thank you for inviting my testimony regarding HIV and
adolescente. Of all the issues facing runaway, homeless and
high risk adolescents, AIDS is among the most critical. Due
to the deadly nature of thic virus and the risk it presents
to young people, YouthCare has made AIDS Prevention

programming a top priority in our service delivery system.

YouthCare has worked with runaway, homeless and abandoned
youth since 1974. Through a collaborative HRSA Pediatric
AIDS grant with Seattle-King County Public Health in 1988,
the agency received funding to provide HIV/AIDS prevention
education to high risk youth and develop an Adolescent
Health Promotion Program. This program serves incarcerated
youth, youth in drug/alcohol treatment programs, youth in
runaway shelters and those youth living on the street. The
progranm staff reach between two and three hundred youth per
month. The youth range in age from 10 to 19 (median 16.2);
443 are youth of color; 50% are white (6% unknown). A 1987
survey of 250 of these youth indicated that 91% were
sexually active and 83% had used drugs and/or alcohol in the
past 6 nonths. Twenty one percent had used IV drugs and 65%
of these r-ported sharing needles. Of the youth who shared
needles, 2/3 reported "usually or always" cleanin¢ their
needles, but only 1/3 cleaned with bleach. These statistics
clearly indicate that these ycuth are at high risk of HIV
intection and require effective HIV/AIDS prevention

messages.
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In 1989 YoutlhiCare, again thrnugh collaborative efforts with
. .

Seattle~-King County Health Department, was awarded funds

B R TE e F 1 oy

through the Robert Wood Johnson Foundation to furt- ¢ expand
AIDS prevention programming. A maior component of this

program is a three part HIV/AIDS curriculum for youth. The

curriculum’s first segment includes a basic discussion of

s

TR AR Ny SN A G S

HIV/AIDS, an audience appropriate video presentation, condom

e

demonstration, needle cleaning demonstration and description

of risky behaviors and how to modify them. The second

LRt eplmrrs

segment is a meeting with a person living with AIDS or ARC.

Eren

The third segment is an activities group with poster making,
writing a letter to the PWA and responding to any issues the

youth may have.

5 Lk

N

2eats S £

The current evalua*“ion method for this program is a pre and

R R ML

post session test administered to tne youth. The evaluation

>

has shown a marked improvement in HIV/AIDS knowledge after

program completion and youth indicate that they intend to

N
Aan B

engage in safer behaviors.

ST

Other services through this funding include 1 peer theater

Ay

project and the productiion of youth targeted materials

FAES

(posters, brochures). In addition we have developed a Teen

Do i K 25

AIDS Prevention Education (T.A.F.E.) training for youth
service providers which offere a practical, skills-building

courde to zddress risk reduction activities for adolescents.
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This course is currently being evaluated by the University
of Washington School of Social Work. Among other findings,
initial evaluation results have shown that those who :
received the training have provided HIV/AIDS education to
over 1,500 youth in the first year.

The final portion nf Youtkcare’s Adolescent Health Promotion
Program comes throudh a CDC funded project. This is part of
a larger CDC demonstration project to the Seattle-King
County Health Department that has been in operation since
1985. This program continues the community based
demonstration project focusing on three hard-to-reach rigk
groups in need of HIV/AIDS information. YouthCare’s
participation in the demonstration “ocuses on street youth

at high risk for HIV infection.

YouthCare, under this CDC contract, is conducting an
ethnographic survey of struet youth to develop a specific
HIV/AIDS intervention for that population. YouthCare ie
conducting a series of interviews with those agencies and
individuals that interact with street vouth. Interviews
range from executive directors of youth shelters to
youthworkers to video arcade owners t.o those who pimp or
otherwise txploit at risk youth. once we know more about
where these youth are, they are interviewed about how they
and their pszers get information about AIDS and what methods

'ould more gffective. Focus groups will also be conducted
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to get comments regarding the specific kinds of AIDS/HIV

information this population needs and wants.

An intervention plan will be developed from these interviews
in conjunction with the staff from CDC and used at several
sites. Finaliy cross sectional surveys of street youth will
be done to see if youth have been impacted by this process.
Over 100 youth will be involved in the research and another
2,500 will receive the intervention over the course of the

contract.

At the end of each series of interviews a report is compiled
and reviewed by CDC staff. Additionally we have had several
meetings, conference calls and consultations with ¢DC and

their contractors.

Althe . only in the baginning stages the project has so far
identified ten different subsets Uithin the street youth
population. Due to past educational efforts these youth
have been found to have a high degree of knowledge regarding
HIV/AIDS, however numerous reasons have also been identified
by those interviewed as to why youth fail to use safer
practices. An abbreviated list includes: adolescent
invincibiiity- youth think condoms don’t work or are
unnatural; because they are in a relationship they can’t get
AIDS: self er~eem issues inhibit them from being ass. “ive:

lack of skill regarding condom usage: peer pressure
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regarding drug use; the use of sex for survival; getting
more money to have sex without a condom; lack of
discipline/responsibility; a fear of discussing sexmality;
tendencies toward rebellion/self destruction; condoms are
perceivel as a threat to masculinity; young women want to be
pregnant; youth are unable to access condoms; and the list

goes on.

It is clear that we need to find and e=xplore new and
innovative ways to promote safer practices with the
adolescent population. It is caly through federal resources
trat we will be able to find and disseminate theze methods
nationwide. Although the statistical incidence of HIV is
low in adolescents we are all aware of the dramatic increase
in a diagnosis of HIV infection in the 20 to 29 age bracket.
Given the incubation period for the HIV virus, many are
contracting the disease in their adolescence.

The information and education cDC, through it’s contracting
agencies, provides today, is critical to ensure and
safeyuz=u the health and well being of these young people as
they move into adulthood. I urge members of this committee
to make funding and programming f>r HIV risk reduction a ¢DC
priority for the adolescent popul.tion. Without additional

resources, oxisting programming is a singula: and temporary
splint holding together a fractured health care systemn.

Subnitted April 30, 1990 by:

Victoria A. Wagner
Executive Director
YouthCare

1020 Virginia

Seattle, Washington 98101
206-622-3187
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ABSTRACT

This study evaluated the effects of an AIDS prevention
intervention targeting runaways and gay adolescents.
Thirty-nine intervention group funaways, 33 intervention
group gay males, and 62 control group runaways and gay
maies participated in this study. General knowledge about
AIDS, attitudes towards preventing AIDS, and safer sex
practice (abstinence, number of sexual pariners, number of
sexual encounters, condom use) were assessed In an
individuaily-administered clinical interview using a
structured protocal. The intervention was provided at one
of the runaway sheiters and at the community program for
gay and lesbian youth. The ten session intarventior: .
included four components: General knowledge about AIDS;
attitudes toward preventing AIDS, coping skills and -
Jdeveloping access to comprehensive health services.
Contr.. group subjects received only 2 2-3 session "state-
of the art" AIDS prevention program. Adclescents were
tracked with foliowup Interviews administered at three

and six months after baseiine interviews. Preliminary
analysis of the results suggests that there are signific ant
differences between the intervention and control groups at
3-months and 6-months on several sex risk behavior
variabies. The most important effect of the intervention
may be to reduce the number of youths engaging in a high
risk pattern of infrequent condom use in conjunction with
many sexuai occasions cr multiple partners.
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METRTES
We have been evaluating a control grous and a group of
runaway and gay youths at three community- based service
agencles in New York City.over the last year. Each of the
youths recelving the Intervention have received at least
ten sessions of 1 1/2 to 2 hours each. The sexual behavior
patterns of these youths are assessed prior to the
intervention and at three month Intervals. To date we have
analysed the data for 6 youths In the control group for
three and six months. Thete are 37 youths who have
completed the Intervention whom we huve {ollowed for six
months.

Safer sex practices (abstinence, number of sexual partners
and encounters, condom use) were assessed with the
Sexual Risk Behavior Assessment Schedule- Youth Baseline
Interview (Meyer-Bahlburg, Ehrhardt, Exner,& Gruen,1988).

Adolescents were consecutively recruited Into the study
from two runaway shelters and a community program for
gay and lesbian youth. Runaways were recruited if they
remained in the shelter for a minimum of 48 hours.
Informed consent was obtained from each youth before
beglnning data collectlon.\Data were collected by trained
interviewers In an individually-administered, elinicai
interview using a structured protocol. The intervention
was provided at one of the runaway shelters and at the
community program for gay and lesblan youth. The ten
session intervention includedfour components: general
knowledge about AIDS, attitudes toward preventing AIDS,
coping skills, and developing access to comprehensive
health care services. Control group subjects recelved only
a 2-3 sesslon “state of the art" AIDS prevention program.
Adolescents are being tracked with followup Interviews
administered at three months after baseline Interviews.




1) Sexual abstinence is higher after the first three

months In the interventicn group (19% of controls versus
54% of the intervention group). This impact is gon# at
six months (36% of controls and 38% of the intervention).

2) The number of youths engaging in & "high risk pattern"
{i.e. Infrequent condom use, multipie sexual partners and
frequent occasions of sexual intercourse) is lower in the
Intervantion group than in the control.group. There were
eight youths In the control group with such a pattern and

one in the intervention group after six months.

3) The number of youths reporting consistent condom

J4se among the intervention group (7 of 18 sexually
active youths at three months; 8 of16 at six months)

‘appears higher than the number In the control group (8 of

41 sexuaily active youths at three months; 6 of 40
sexuaily active youths at six months).

4) Males, both runaway and gay, appear to be engaging in:
the "high risk pattern” more than females. Eight of the 9
exhibiting the "high rick pattern” were males, 4 of whom
self-identified as gay. In the control group, there were

nc male runaways reporting consistent condom use at
three and six months, even though there were 14% at the

baseline.

We emphasize that these results are preiiminary and

_more youths will soon be reaching the follow-up points.
We do feel encotrraged when examining these findings

that the intervention mey ove. time demonstrate a.
positive impact.




FOUR COMPONENTS OF THE PREVENTION PROGRAM

L General Knowledge of AIDS

gVl

il. Personalized Knowledge of AIDS

li. Coping Skills

V. Access to Resources

140




Intervention

Control

REVISED STUDY DESIGN

Runaway
males

75
(n=25)

75
(n=60 )

pemt

[V N
-

Runaway

‘ females

75
(n=40)

75
(n=65)

Gay
males

75
(n=30)

75
(n=50)

1441



INTERVENTION CRITERIA

4 Coping skills training groups
3 Educational groups
2 Visits to the Door

1 Individual session
10 Total # of sessions

150
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DEMOGRAPHICS

Runaway Runaway Gay Overall
males females males
(n=66) (n=65) (n=60) (n=191)

Age (mean) 15.9 15.7 16.7 16.0 .
&
! Ethnicity
Black 63.6% 63.0% 33.3% 53.99%
Hispanic 25.8% 26.1% 53.3% 34.5%
White/Asian 4.5% 3.1% 8.3% 5.7%
Bi-racial 6.1% Lo 7.7% 3.3% 4.2%
: ¢ ’ . ’ :




PERCENTAGE SEXUALLY ACTIVE*® IN
THE LAST 3 MONTHS

100% ——

75% —— T (73%)

{63%)

50% —-

25% -1

L

Gay Runaway Runaway
Males Malies Females
(n=66) (n=65) {(n=60)

* Sexual activily Includes oral, anaf, and vaginal intercourse; trimming for gay males
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FREQJENCY OF SEXUAL BEHAVIOR
DURING THE LAST 3 MONTHS %

Runaway Runaway Gay Overall
males females males

(n=66) (n=65) (n=60) (n=191)

8¥l

Mean number of
preferred partners 4.8 1.7 4.1 27

Mean number of
ogccassions with

preferred partners 14.6 8.8 22.8 13.2

Bi-sexual 150 : .

activity 11.9% 14.3% 31.2% 19.2%
Q
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CONDOM USE DURING THE LAST 3 MONTHS
AMONG THE SEXUALLY ACTIVE

Never used
condoms

Consistently
use condoms

Runaway
males
(n=66)

38%

13%

Runaway
females
(n=65)

63%

1

%

Gay
males
(n=60)

44%

15%

Overall

(n=191)

47%

14%
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Abstinent

% of Youths who ar

TEMPORARY INCREASE IN ABSTINENCE

100

90

80

70

60

50

40

30

20

10

xxxxx

!ﬁa Baseline

3 Month Followup

\
N

6 Month Followup

(43%)

(379%)

(32%})

DA\

0s1

(48%)

(41%)

(27%) %&
7

Control Group
{(n=90)

1oo
4 Y2 qntervention Group
(r,:45)



CONDOM USE !INCREASES

1St

100 ~
% 90+
E ] st .
§ 80 A Baseline
S 704 3 Month Folioaup
€ %
Z 60~ %//4 6 Month Followup (57%)
g %
S 50 " %
£ (43%) /
kS 40 - /
£ 30 (29%) /
g 7 22% /
- (19%) % ( ) /
5 20 .4/ B /
£ (11%) / um: /
10 BAE / /
Y, Z
Contro! Group interventlon Group’
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INTERVENTION REDUCES HIGH RISK PATTERN

100
90 —
@
- 80 A
)
T 70 -
f 60 - Baseline
3 50 - //////// 6 Month Followup
L
=z
w 4C —
£
3 i (29%)
>9 3¢ 24%)
S 204 Z (17%)
a2 /
10 - N/// (7%)
7 7

o
Conirel Group 197 Intervention Group
{n=85) {(n=64)

est



SEXUALLY ABSTINENT RUNAWAY FEMALES
100 . Baseline
0+ | 3 Month Followup
80 /////% 6 Month Followup
70 - (65%)
60
o oo (50%) (47%)
(33%) {33%) ﬁ %
30 /
] .
Control Group Intervention Group
‘ 158




Always

Most of
the time

Sometimes

Never
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" RISK STATUS VARIABLES

. T . ‘ ’
Sexual Occasions-and;Condom Use

0: Sexually abstinent

1: Frequent condom use end 1-10 occasions

l. v
2: F(equent condom use and over 10 occasions
3: Infrequent condom usé and 1-10 occasions

4: Infrequent condom use and over 10 occasions
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RISK STATUS 2 >
Sexual Partriers and Condom Use .-
0: Sexually abstinent 7"";:
1: Frequent condom use and 1-2 partners ‘
2: Frequent condom use and 3+ partners
3: infrequent condom use and 1-2 partners

4: Infrequent condom use and 3+ partners
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OFFICE OF INSPECTOR GENERAL «

The mission of the Office of Inspector General (OIG) is to promote the efficiency, J
‘ effectiveness, and integrity of programs in the United States Department of Health
and Human Services (HHS). 1t docs this by developing methods to detect and M
prevent fraud, waste, and abuse. Created by statute in 1976, the Office of Inspector
General keeps both the Secretury and the Congress fully and currently infurmed
about programs or management problems and recommends corrective action. The
OIG performs its mission by conducting audits, investigations, and ..pections with
approximately 1,400 staff strategically located around the country.
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OFFICE OF EVALUATION AND INSPECT.ONS

This report is produc.d by the Office of Evaluation and Inspections (OEN, one of
the three major offices within the OIG. The other two are t2e Office 0. Audi
Services and the Office of Investigations. Inspections are conducted in accordance
with professional standards developed by OEL These inspections are typically short-
term studies designed to detsrmine program effectiveness, efficiency, and vulnerability
to fraud or abuse.
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The purpose of this inspection is to determine the scope and nature of the problem
of HIV infection among street youth. It provides an overview of the vanous issues
presented by the epidemic, an understanding of how those issues are being )
addressed, and a set of recommendations for future action. The report was 3
prepared under the directinn of Mark R. Yessian, Ph.D., Regional Inspector General
of Region 1, Office of Zvaluation and Inspections, and Martha B. Kvaal, Deputy
Reginnal Inspector Genera!l. Participating in this project were the following peope:

Boston Region Headquarters
Mary Ann Chaffee (Project Leader) Alan S. Levine
Joyce M. Greenleaf
Christine N. Owens
David Schrag
Charles Vann

Beth Rubin
Elizabeth A. Wirick
Eleanor M. Eliis
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EXFCUTIVE SUMMARY

FURPOSE

The purpose of this inspection is to determine the scope and pature of the problem
of HIV infection among street youtl and of the services that address the problem.

BACKGROUND

AIDS is a major threat to adolescents. Although very few tecnagers have developed
AIDS, the number of 20- to 29-year-olds with AIDS suggests a high level of HIV
infection (which causes AIDS) among teeragers. Some adolescents seem to be in
more danger than others. They are "strect youth,” who have diverged from society's
mainstream and have fallen through the safety nct. Un.erstanding the impact and
future threat of HIV among street youth is critical for two reasons. First, recent
medical developments in preventive AIDS therapies have made the early
identification of infected strect youth crucial for improving their chances of long-term
survival. Second, a large number of street youth are fortunate enough to get off the
streets.  They may unkrowingly bring the virus with them as they return to
mainstream society. Preventing the spread of HIV among street youth thus becomes
equivalent to preventing the spread of HIV among tae general population.

FINDINGS

Both the risk and current rate of HIV infectior: are almaost certaisuy higher among street
youth than among adolescents in general

Thousand f young people have been infected and street youth are n gartizular
danger.

Higt infection rates among strect youth are a predictable consequer  of the
risky behaviors that constitute their Lifcstyle.

Special needs of street youth compromise *.[V prev.ntion, testing, and trecpaent efforss.

Prevention: Basic survivi, aeeds of street youth ¢ erwhe! 1 eJucation eff~rts
aimed at reducing high-i:ck bebay or.

Testing: Y~uth workers ofien “2sitate 12 test street youth for HiV because of
the lack o1 prop=r counselin; nd available follow-up services.

Treatnent: Trad.tioral medical institutions ard street youth don’t mt..
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The fight against HIV among stre~t youth suffers from gaps in research on behavior
chasige models, seroprevalence, and treatment yvolocols.

Behavior change modek: Researchers and providers Jack both basic information
on street youths’ sexual behavior and models for curtailing unsafe sex .nd drug
use.

Seroprevalence: Because of insufficient data, attention and money may not be
invested where they are most needed.

Treatmeut protocols: Manifestation of HIV' “isease in adoles -nts is an
understudied ph:nomenocn.

At the local level, categorical requirements and fragmented program structuwres weaken
service delivery for street youth with or at risk of HIV infection.

Even when a range of scrvices is offered, categorical requirements and other
access barriers frequently render those services inaccessible to strest youth.

Fragmentation of funding sources and different ideological app—achzs impose
serious barriers to service delivery.

As the Federal level, the overall response 1o the mroblem of HIV infection among sirees
youth is inadequately focused and coordinated

The breach in coordination has especially severe ramifications for efforts
volving HIV and st:c <t youth.

Street youth at risk of HIV infection scem to attract compaianvely little
attention from the Department, the publc, traditional youth advocates, and
Congress.

RECOMMENDATIONS

The Public Health Savice
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The Public Health Service, through the Centers for Discase Control, should conduct

addiional seroprevalence research 10 measure the scope of “he epidemic among
stree? youth.

The Public Health Service shou.. collect baseline data on the sexual behaior
pattemns of sireet youth.
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The Public Health Service, through ths Alcohol, Drug Abuse, and Mental Hezlth <
Administration, shculd conduct rescarch on behavior change strategies designed to
reduce the risk of HIV infection among street youth,

The Public Health Service should conduct rescarch on the mamtestation of HIV
infection in ado’2scents and develop appropriate climcal protocols for treating youth
who are infected.

The Office of Human Development Services and the Public Health Service

The Office of Human Developrent Services, in collaboration with

the Public Health Service, should design and implement a strategy to curo HIV
infection among street youth in five cities with large populations of street youth and
high rates of HIV infection.
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INTRODUCTION

PURPOSE

The purpose of *his inspection is to determine the scope and nature of the probiem
of HIV infection among street youth and of the services that address the problem.

BACKGROUND

Acquired inmunodruciency syndrome (AIDS) is a maor threat to adolescants.
Althsagh only 513 people aged 13-19 have been diagnosed with AIDS!, this figure
dicstically understates the level of human immunodeficiency virus (H1V) infection,
which causes AIDS. The median inc hation period for HIV appears to be about 10
years, and may be longer for adolesce...s than for adults.? This means that only
those teenagers who were infected very young or who progressed from infection to
AIDS very quickly are included n those 513 cases. Most people infected as
teenagers will not develop AIDS before adulthood.

The number of AIDS cases reported in young adults provides a more accurate
picture of the HIV epidemic among ac slescents. Since 1981, 26,870 cases of AIDS
have been diagnosed among 20- to 29-year-olds.® This group, many of whom must
have been infected as teenagers, represents 20.3 percent of all AIDS cases reported
10 the CDC since the epidemic began. Compared to their older counterparts, 13- to
29-year-olds with AIDS are less likely to be white or mzie?, meaning that the virus 1s
spreading particularly fast cutside the "traditional” risk group of white gay men. The
proble. 15 geting worse rather than better over time. More than 25 percent of all
13- 10 29-yzar-olds who have developed AIDS were diagriosed in the last year.

Some adoiescents scem to be av higher risk than cthers. These youth are the ones
who have become displaced from society's mamstream and have fallen through the
safety net. They are referred to as "disconnected,” "disenfranch..ed,” or
"marginalized.” Generally out of home, out of school, and out of work, they spend
their days sooking for food. sheiter, recreation, and money cn our urban streets.
They revolve through our system of juvenile courts and jails, me tal health facilities,
foster carz homes, and runaway shelters Ve refer to this group as "street youth.'

Street youth fead trou*'ed ives Data from runaway and homeless shelters indicate
high rates among this populat on of physical and ,exual abuse, emotional disty rbance
including de;-ession and suicide attempts, and .llegal drug use.* These problums can
be cither the cause or the result of life on the streets.

Our dcfir uonal bouncaries of street yauth are intentionally fluid.  Strit ape himits
are und rat'e bocau.e, unlike adolescents in stable residential and educatonal -
emirorents, street youth: are likely to have peers, sexual contacts, and needie

ERIC i73

Aruitoxt provided by Eic:

Bt sy ves AR

D lemife

.

e v x enedverb e o a o w e

I




O

ERIC

Aruitoxt provided by Eic:

167

sharing partners who are older than the traditional cutoff ages of 18 or 21.
Definitions based on behaviors are cqually problematic because of the variety of
living arrangements and life histories among this population. For example, only a
small percentage of street youth visit runaway shelters. A definition based on such
visits would bar from considaration other youth in equally unforturate situatinns and
at equal risk for HIV infection For purposes of this report, therefore, "street youth”
refers to those adolesc.nts and young adults who find their priinary support systems
and social structures Jn city streets rather than at home or in schoul.

The lack of firm nclusion criteria inakes estimating the size of thz street youth
population difficult. However, all people 'vho meet the Federal definition of
homeless youth, and many who meet the Federal definition of runaway youth, could
be considered street youth$ Estimates of the number of youth permanently on the
streets fall between 100,000 and 300,000, with as many as 1,000,000 to 2,000,000
running away from home each year.’

Understanding the impact and future threat of HIV amone stre t youth is critical for
two reasons. First, recent medical developments in preventive  IDS therapies have
made the carly 1dentification of inf~cted street youth crucial fc improving their
chances of long-term survival. Second, a large number of street youth are fortunate
eaough to get off the streets. They may unknowingly bring the virus with them as
they return to mainstream society. Preventing the spread of HiV among street youth
thus becomes equivaient to preventing the spread of HIV among the general
population.

Several operating divisions of the Department of Health and Human Services
(DHHS) oversee activities relating to HIV and adolescents. The list includes the
Office of Human Development Services (OHDS) and virtually every component of
the Public Health Service (PHS). the Alcohol, Drug Abuse, and Mental Health
Adminsstration (ADAMHA), the Centers for Disease Control (CDC), the Health
Resources and Services Administration (HRSA), the Indian Health Service (IHS),
the National Institutes of Health (NIH), and the Office of Assistant Sccretary for
Health (OASH). Al of the- agencies except NIH and IHS target street youth
specifically.

For nstance, the ;-ational Institute of Mental Health, within ADAMH." ¥, funding
research on the prevention and epidemiology of HIV amc '~ street youth. Tle
OHDS provides tect.nical and financial assistance to loca! agencies providing services
to street youth thr agh ti.e Runaway and Homeless Youth Prog-am and th~
Transitional Lving Program. A more detailed desciption of Federal activ. .es
relating to HIV and street youth will be contained in a separate report.
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METHODOLOGY . .

The methodology for this study is bas<J on literature searches and ‘interviews, The
interviews consisted of: (1) formal teleplione discussicns with representatives of 13
national and 2 local organizations working on issues related to either adolescents.or
BIV; (2) formal telephone discussions with sta.f from 20 providers of health care
and social services 1o street youth, representing the two providers setving-the .most
street youth in each DHHS region of the country; (3) sice visits 1o 3 additional
service providers; {4) formal telephone and in-person discussions with 15 DHHS
officials involved in adolescent or HIV-related research or programming; and O]
supplemental discussions with several researchers, doctors, and government officials,
In addition, we requested and received written i-formation from several components
of DHHS documenting their effcrts relating 1o HIV and street youth. A mors
complete explanation of the methodology is contained in appendix A,
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FINDINGS

|
- BOTH THE RISK AND CURRENT RATE OF HIV INFECTICN ARE ALMOST ‘
CERTAINLY HIGHER AMONG STREET YOUTH THAN AMONG ADOLESCENTS IN

GENERAL

Thousands of young people have been infected and street yous®, are in particular danger.

Data on seroprevalence {the prevalence of HIV :nfection in a given population)
among some groups of you:h are collected by three Federal agencies: *he Centers for
Disease Control (CDCj, the Department of Jefense (DoD), and the Job Corps, all :
of which conducy H!V antibody testing.® The CDC's best estimate is that 74,550 :
young people between the ages of 13 and 24 are currently infected, including those .
with AIDS. This is a rate of 1.8/1,000.° The rate varies fourfold betw( en t
demographic groups, frem 0.8/1,000 for females both 13-18 and 19-24 to 4.1/1,000 for

19- to 24-year-old males.

Results from other CDC studies and from DoD and Job Corps samples suggest that
ssroprevalence van  greatly according to geographic and demographic boundaries,
#1th poo urban youth hit hardest by HIV. Some of th~ results from these testing
programs are displaved in appendix B. From the DoD sample, it is clear that black
and Hispanic males have become infected at far higher rates than military recrurs, in
general. The Job Corps data show that HIV is spreading most rapidly in a few
metropolitan arcas. Additional data from CDC reveal that specific, high-risk
populations of urban youth face future devastation uniess a cure for HIV disease is
found in time.

In our own survey of d'rect providers of services to street youth, we asked for
estimates of seroprev..  1ce among the client groups served. Three of the
organizatons surveyed conduct thz.r own testing and track infection rates as a formal
part of their program. The first 1s a youth shelter in a large southern aity. Its
clients are being tested anonymously, and are testing positive at a rate near 3( 1,000.
The second 1s another ncnclinical program located on the west coast which tests only
those chients who request it.  Staff of this program report an infection rate of
110/1,000. The *tird 1s a chimcal program that serves and tests high-risk youth
referred by other service providers 1n a 'arge east coast city. Over the p. st year, 30
of the 95 youtt referred to the prog:am have tested positive. a rate f 315/1,00¢

High infection rates among street youth are a pre.” :table conse , sence of the ris! |
t chaviors that cons iute their lifestyle.

- That man: dolescents have already been infected with F'IV should nct com. as a
great shock. Teenag.rs often become sexually active and begin experimentin. with
drugs anu alcohol before they have developed the sk.lls necessary 0 moderat. Luch

3
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behavior. Over 60 percent of young Americans have sex befcrs their 19th birthday.
High rates of pregnancy 4nd sexually transmitted diseases (STDs) indicate tha’ most
teen intercourse is unprotected.®

The behaviors that put street youth at risk for HIV infection are no different from
behaviors that are risky for other adolescents, but are probably more frequent and
occur in a different and riskier environment. Eighteen of the 23 service providers
responding to our survey cited unprotected sex as the behavior most likely to place
their clients at risk. Frequently mentioned contributing factors included sex wth
multiple partners, prostitution, and non-IV substance abuse.”! In general, providers
believe that high-risk sexual behavior is much more common among their clients than
IV drug use. On average, respondents reported that slightly less than 8 percent of
their ciients engage in IV drug use. In contrast, 34 pereent consistently engage in
"survival sex,” Le., sex in exchange for a broad range of jtems, including shelter, food,
clothing, money, or drugs.?

In addition to behavior-related risks, physiological factoss may further epdznger
adolescenis. Researchers have noted that sexvally active adolescents have higher
rates of some STDs than do sexually active adults, suggesting that an adolescent’s
immurologic response to certain viruses may be weaker than that of an adult. One
question under consideration by physicians is whether the factors that put adolescents
at higher risk for STDs also affects their resistance to HIV infection.)?

SPECIAL NEEDS OF STREET YOUTH COMPROMISE HIV PREVENTION,
TESTING, AND TREATMCNT EFFORTS.

Prevention: Basic survival needs of strect youth overwhelm education ¢efforts aimed at
reducing high-risk behavior.

Education has long been used as a primary public health prevention strategy. In the
context of HIV prevention, education efforts seem te have led to pronounced

changes in behavior among adult gay men.* Among street youth, however, there 15
compelling evidence that education by itself is inadequate as a prevention techmque.

Nearly all providers we spoke with reported remarkably migh levels of knowlzdge
emong their chents about how 10 avoid HIV infection. Most have conducted tests of
their chents’ HIV knowledge before and after educational interventions. Estimates
of the proportion of clients who now know which behaviors are risky ranged as high

s 100 percent. Ten of 23 providers reported knowleds. rates of 90 percent or
higher, with an overall »verage of 81 percent. Nevertheless, providers consistenily
reported that knowledge has little effect on behavior. As described above,
unprotected sex witi, multiple partners remains a common practice among s ;==
youth.
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The reasons for this dissonance are complex and probably apply to most adolescents.
But in th: case of street youth, barriers to behavior change are even more profound
and intractable. Providers reported that the need for food, shelier, or drugs
displaces knowledge and fear of HIV risks. As onc provider stated, "It {HIV
prevention) all flies out the window when they don't have a place to sleep.” As
mentioned above, many street youth exchange sex for shelter or money, and we
heard anecdotal evidence from providers in several cities that their clients are willing
to p2y more for sex without condoms. Forced to choose between safer sex and a
highe: "paycheck,” street youth often opt for the money.

Without excepuon, the providers we talked with 1dentified the shortage of accessible
survival necessities -~ such as housing, food, and drug treatment -- as a major
impediment to successful prevention efforts. Only 2 of 23 providers surveyed
belicved that existing drug detoxification and rehabilitation services are adequate to
meet clients’ needs Research and advocacy orgamzations concurred with the
providers’ assessments, stressing the need for basic social support services.

In the absence of an adequate sup,ly of such basic services, most of these providers
rely on prevention techniques that are rot recogmzed as particularly effective, even
by the those who empioy them. Although all providers use pamphlets or other
written materals and nearly all use educational videos, not one rated either of these
methods as particularly effective for changiag behavior or preventing infection.

Beyond the barriers to changing a street youth's behavior through education 1s
another factor that 1s less frequently recogmzed but highly relevant to HIV
prevention among this population that of general health status and its relationship 1o
transmission. Researchers beheve that HIV proliferates when the immune system s
actwve, consequently, a young person who 1s ill before she comes i co.tact wath the
virus may be more likely to become infected.’* Malnutistion and use of drugs
(sncluding alcoho! and tobaccc) also compromise general health status,'® and there 1s
conclusive evidence that Jesious associated with some STDs heighten the nisk of
transmission.

Health and meatal health problems among street youth result from a numher of
factors, 1n luding poor nutntion and hygt ne, as well as hmitec access to p .ventive
and pnmary health care sevice.. The relauvely poor health status of most strec.
youth has been well documented in a study conducted under the auspices of the
Health Care for the Homeless project. The project’s findings indicated that the
street youth studied were twice as hikely to suffer from a chronic dise.se than a
control group of outh who were not homeless. Further, the percentage of om.less
girls with STDs was over three .mes that of th.ir non-¥omeles: cruntss par.. *7 “his
suggests that the same behavior may place a ¢ et you'h at ssgmficently yreate. nish
of HIV infection tha  her healthy cc .terpz shois g at b =: .
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Testing' Youth workers often hesitaie to test street youth for HIV because of the lack of
proper counseling and available follow-up services.

Recent findings'* about the ability of zidovudine (formerly AZT) to prolong the hfe
of infected bu. asymptomatic persons have important impiications for street youth.
In order for youth to receive such therapy, however, their serostatus (ie., whether ar
not they have been infected) must be determined through testing.

De-pite recogniuon of the potenual value of carly identification and treatment of
infected youth, naunona! orga.izations and service providers are highly ambvalent
about the 1ssue of testing  The source of this ambivalence is the inability of current
testng sites to dea! with the special needs of street youth. Five respondents from
research and advocacy organizations expressed serious doubts about HIV testing
because shey questioned 1he resources available at or through test sites for youth
whn Jearn they are infected Direct providers communicated the same concern. 13
of 18 responding felt that existing test facihiies are not equipped to deal with youth.

By definition, strect youth are without traditional socal support networks tnat would
facinate access to counsehing and other social services. Ideally, such services should
be linked to the testing process, particularly when an infection 1s confirmed. In the
ahsence of such support, a stre<t youth may leam of her infection at a ime when
she has no place tc sleep, no connsction wath family, and no immedsate prospects for
getung off the street. The counsel ng that accompanies HIV tesung, therefore, must
be tailored to recogrize such circunstances.

Sc.¢ providers reported suicidal ideation and actual suicide attempts to be common
among street youth who learn tnat they are seroposiive.  There 1s some evidence
that even youth who attend schoo! and presumably have stronger support systems
associate suicidz with 2 positive HIV untibody test’ One provider we interviewed
has documented the incidence of this behario among its chients who are seropositive.
Over a two-year ocriod, 89 percent of these youth have ether attempted suicide or
engaged 1n unusual suicidal id~ation  Although the hink between positive test resuits
and swcid” behavior s stili vernig studied, anecdotal evidence such as this makes
understandable the reluctance of some youth workers to recommend HIV testing for
street youth.

This 15 not to say that providers unammously oppose tesung. Must esther provide
some testing scrvices themszlves or refer clients for tesung at <nother sie.
Nevertheles: every provider in this category reporied that the decision to test s
made on a case-by-case basis A number menuioned the availability of medical and
social servi  for an HIV-posiuve youth as a primary facter in A=+ .mmin the
sustability of vesting
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The neglect and abuse suffered by street youth can make them distrustful and

. reluctant to engage in reatment. One rescarcher describes the difficul.ies homeless .
youth face in gaining access to services as follows: "Emotional problems ar.4 drug :
abuse problems, often iz combination, exacerbate the difficulties of engaging and :
assisting them. They may be openly rejecting of services, particularly those that are
not easily accessible to them. Thus, they are easy to disregard and ignore. . . /@

Street yooth are unlikely to seek out traditioral institutions for care, particularly since
many such programs actively reject them, considering them poor risks and 100
difficult to manage.2 The direct service providers we surveyed, most of whom work
exclusively with strect youth, deal with distrust and alicnation by employing extensive
outreach programs. Eighteen of 23 reported using outreach workers 1o locate and
engage street youth in se.dces. But clinical care programs, many of which are
hospital-based, are less likely to deploy resources for street workers to find infecied
street youth and engage them in care. Many may not have the resources to coaduct
active follow-up with youth who do not keep appointments or have difficulty
adhering to a prescribed treatment regimen. Every outreach worker we interviewed
described the problem of youth's alicnation fro, .stitutional health care as entical
in the overall HIV effort.

THE FIRHT AGAINST HIV AMONG STREET YOUTH SUFFERS FROM GAPS IN
RESEARCH ON BEHAVIOR CHANGE MODELS, SEROPREVALENCE, AND
TREATMENT PROTOCOLS.

Bchmmbrchangemadeb:kmmhaxanapmw'dmlackbolhbaﬁcbxfamarionm
swreet youths' seat..l behavior and models for curtailing wnsafe sex and drug use.

Gaps cxist in two areas of be  yral research. The first is purely descriptive.
Although a number of studies . _se been conducted te asse.» the nature and
frequency of youths sexual behavior, many expers agree th:: there 1s hmired
knowledge about how teecnagers decide 10 begin having sex and about the effects of
farnily, school, and peer group experiences on sexual behavior.2 Given the lack of
data on the sexual behavior of adolescents in general, it 1s nc surpasing that little 1s
known about factors affecting the sexual behavior of street youth in particalar.
Information about these factors could add significantly to the desiyn of I evention
programs aimed at modifving behaviors that place street youth at nst of HIV
inicction. The National Institute of Child Health &+ 3 Human Developr ent
{(NICHD) has prepared the "Survey on Hea! h av.? AIDS Risk Prevalence” to gather
this kund of information about sexual behavior 1n the gencral populstion. But this
survey w'l not yield imformatic 4 directly apphiczble to street yout' . The data
gathered from a survey of (his kin* drrected speafically at strest  suth coul ! provide
some of the baseline information necessa.y for the design of efic .tive preveation
piograms for that population.
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Rescarch has also o+en sparse in the more general area of developing and evaluating
the effecuveness of H.V prevention strategies for youth® There is considerable
debate among rescarchers 2nd practitioners about the relative merits of various
behavior change strategies in the context of HIV prevention among adolescents.
Some evidence suggests that prevention programs i other health areas such as
smoking and teenage pregnancy hold promise for adaptation to HIV preveriion.24
There is conflict ng evidence about the effectiveness of peer-based educatic.
strategies. While sume practitioners have found peer education to be popular with
youth and useful in transferring information, others believe that peers lose their
credibility once they are perceived as counselors.

There is no simple strategy for transferring to younger adolescents behavio: change
strategies that were effective with adult gay men. The need for modifying behzviors
was strongly reinforced among older men by famiharity with peers who were sick and
dying of AIDS But because few infected youth show any symptoms, most street
youth are unfamuliar with the shocking and visible signs of AIDS.

Seroprevalence: Because of insufficient data, attention and money may not be invested
where they are most seeded.

Because of the lag between .nfection 2nd onse! of symptoms, the President’s
Commission on the Human Immunodeficiency Virus Epidemic recommended in 1585
that researchers focus on H.'’ ..fe-tion rates rather than AIDS case reports to
measure the progress of the epidemic.?® To date, n~ national, statstically rehiable
seroprevalence survey of street youth has been conducted. In fact, it is uncleas
wheth=r such a survey 1s possible, given the relauvely low number of subjects and
their potential unwillingness tc participate in such a study. The lack of accurate
seroprevalence data, however, may have immediate and negatve consequences for
street youth 1n some cities and the organizatons serving them.

A new CDC mitiatne, proposed for Fiscal Year 1991, provides an illustration of the
problems facing program gners caused by lack of seroprevaleace data. The
Dwmsion of Adolescent and School Health, within CDC, plans to provide $1.5 mdhon
dollars to as mary as six city health departments for cstablishing HIV prevention
programs for out .. school youth  To be eligible, cities must have reported at least
2,900 AIDS cases to the CDC | December 31, 1989. The eight quahfying cities are
Chicago, Houston, Los Angeles, Miami, New Yerk, Newark, San Francis o, and
Washingion, D C.

But the number of total AIDS ca:es, as discus-=d abc ¢, may be @ w27 indic o1 of
HiV prevalence, especially among street yo. b B. re', g solely on toial AIDS
cases, CDC may be missing samc aities wath equa y high rates <1 .arge numbers of
casz. of HIV infection amonrg street youth in compasison to the eight ciues just
mentoned. For example, «ic uist of eight cities wath the tughest cur.ont nf. cuon
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rates among Job Corps applicants does not include Newark, Houston, Los Angeles or
Chicago. Instead, Atlanta, Birmingham, Cleveland, and Baltimore are among the top
eight. Alternatively, if raw numbers of infected Job Corps candidates are considered,
the list of eight cities hit hardest by the epidemic includes Norfolk, Philadelphia, and
St Louis. Samples from the Job Corps applicant population, while not a perfect
substitute, almost certainly give a better indication of *he problem among street
youth than total AIDS .ases.

There are prebably a number of reasons for the lack of reliable seroprevalence data
on youth. In the course of our study we heard several possitle explanatiors,
including 1) because of the small number of AIDS cases among adolescents during
the carly years of the epidemic, this group vaas not considered to be at risk; 2) the
transient and secretive nature of this populetion makes them difficilt to reach
through traditional epidemiologic methods; 3) geographic and ethnographic
differences among subpopulations of street youth make extrapolation and
generalization to the population as a whole highly speculative; and 4) researchers
and chnicians were concerned about the ethics of testing this population fo. a fatal

and stigmatized disease in the absence of medical interventions and social support
mechanisms.

An obvious usc for additional seroprevalence data 1= resource sllocation. In the
comng years, budget constraints will likely jorce public and privatc managers to
direct money and staff to very specific areas ar people. AIDS case reports are of
very limited utility in this regard, because they only reflect what was cccurmng a
decade ago. On the other hand, HIV antibody status yields 1nmediate jnformanon
on the spread of the epidemic.

Treatment protocols: Manifestation of HIV disease in adolescenss is on understudsed
DPhenomeron.

Complicating the problem of getting youth into medical care are unanswered
questions about appropriate chnical protocols for treating youth. Each clinical
provider we interviewed expressed concern about th urth of knowledge regarding
physivlogic and pharmacologic aspects of treating H:  nfected youth. With the
excepuion of adolescent hemophiliacs, adolescents have not been the subjects of
systemauc study in such areas as immune response, length of the HIV latency penod,
disease progression, or response to pharmacolog:c treatment.

As an example, until 1989 tnere were no a.alkscents from 13 to 17 years of agc
enrolled in the nauonal clinical tr:als program. By October, 1989, only 47
adolescents who were seropo- *ve had be=n *nroiled in tnal protocols ~7 =+ yudine
an3 other HIV-related therapics, and most were male hemophibacs.? We..i
representaron of adolescents among chnical tria; subjects caw have imporant
tonsequeaces® data collected during the trial process are used to determine
appronniate dosage level and!  -hedules for subpopulations of patie is. Sin.. -~ender
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and age-s~ecific factors can affect dosage, effectiveness, and toxcity of drug therapy,
more information about the pharmacodynamics (what drugs do to the body) and
pharmacokinetics (what the body does to drags) of various therapies as applied to
adolescents could enhance the quality of available treatment.

Questions about discase progression and illness rate among infected adolescents also
have critical implications for providing high-quality care. As one clinician who has
recernitly be; :n treeting 1:IV-positive youth in 2 clinic-based program told us, °[ need
10 know nore about which AIDS-related illnesses are likely to strike my patients and
how those illnesses will manifest themselves in younger people. For example, are my
petients likely to suffer from dementia, and if so, what will dementa Jook like in 2
teerager and Luw best can I treat it?”

This physician's concerns are supporied oy our owa analysis of CDC's AIDS Public
Information Data Set. We fornd that among people with AIDS, wae rate of

occu Tence of at least five particular diseases differed significantly between tecnagers
and all other patients. As shown in table 1, teens with ATDS were less likely than
sthers with AIDS to develop Kaposi's sarcoma and Preumucystis carinii pneumonia,
and more likely to develop extrapulmonary cryptococeosss, chromc intestinat
cryptosporidiosis, and HIV wasting syndrome.

Table 1 = Occurrence of AYDS-Indicator Diseases in
Teerygers th AIDS (TWAs) vs. All Others With AIDS (OWAs)

Disease % of TWAg? % _of OWAs
Kaposi’s <arcom2 4.99 1443
Pneumocystis ccrinii pneumonia 47.72 58.07°*
Extrapulmonary crypiococcosis 10.63 6.36"
Chronic intestinal cryptorpondiosis 4.56 2217
RIV wastiig syndrome 1518 11.35°

*n=461°n= 117320, "p < .00]; " p < 01

Mote: Data includzs all cases reported to CDC through 12/3,,89.
Data source: Center for Infectious Diseases, CDC, AIDS Public
Information Data €.«

Data analysis: Office of Inspector General

The data above suggest that age may be a critical facic n tte progress .f the
discase, and reinforce the need for more extensive scientific mquinies abe Jat the
natura) history of AIDS among young people. The need for such re ..z has been
described by experts as “crucial in order to adiress, in a t: acly 2nd comprehensive
manner, the unique prrblems confrcn..ng adolescents with or i nisk of Hi\,AiDS."#
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AT THE LOCAL LEVEL, CATEGORICAL REQUIREMENTS AND FRAGMENTED
PROGRAM STRUCTURES WEAKEN SERVICE DELIVERY FOR STREET YOUTH
WITH OR AT RISK OF HiV INFECTION. -t .

Even when a range of services is offered, catcgorical requirements and ther access
barriers frequently render those services inaccessible 1o street youth.

Even the services that are offered to street youth on paper may be inaccessiblc in
practice. Twenty of the 23 direct service prosiders in our survey reported sigmficant
barriers for their clients in accessing existing ciinical a.ad social services. The most
frecuently cited barrier (mentioned by 15 of the providers) is lack of ability to pay
fer needed senvices.

Not only do street youth L. money to pay for services, but they are {requently
denied ehgibility for Medicaid because they do not have Social Secunty Numbers or
birth certificatzs and other required documentation. Sometmes the time a:
patience required t¢ obtain the Locumentation and '} out forms and paperwuis is
simply beyond the capabilities of adolescents v/eany o afraid of deabng with the
system.

Beyond the cost of care are other barriers, many of which are more complex than
the payment issue. During each of our site visits, providers and health officials alixc
described a number of serious access barriers t: programs that wouli otherwise

appear to meet som: of the special needs of sieet youth. The following are
examples:

©  Consent Requirements: Limitations on the rights of minors to consent to their
oW treatment can irez ¢ formidable obstacles to care. The laws, regulanons, and
court decisions that govern consent are highly complex. There 15 I le consistency
among States: some perr  minors to exroll themselves in mental he. Ith and drug
rehabilitauon programs, wmte others require parental consent. Virtually every Siuie
allows minors a 55 10 certzin services assccizted witt STD treatmert but some
mnsist on conp’ ited and time-coasuming legal procedures beforchand #

¢ Age Limits- By our definition, street youth m.ay range ir. age from early teens up
10 2bout 24 years old  After age 18, how=ver, youths become inchgible for a number
of criucal services. For example, under th.e Department’s Runaway ana Homeles
Youth P.ogram, funds given to shelt=rs may not be vsed to provide services to
vouths over age 18. Older street youth may bz refsrred to adult shelters that are
"wet” (Le, residents are currently using <icohol and uther addictive substances )
These shelter hcuse a subpopulation of homeless people very unhhe their own peer
group In mai, such cases, slesping on the street 1s a more desirable Of on r£.3e
may also serve as a barr.er to drug therapy for youth who are already infected. One
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project we visited was funded to provide z:dovudine treatment only for seropasitive
youth age 18 or ycunger.

o Leagth of Swy Limus Many programs funded to house sireet youth limit chents
1o 15- or 30-day stays. Designed to serve as temporary placements for emergency
use, these shel.ers . ¢ mcreasingly faced with youth who have nowhs  to go after
this ume has elapsed since for many street youth homelessness 1s not a temporary
problem. Program manag.rs from across the country expressed frustration v ith the
absence of longer-term shelter programs. One project in Los Angeles has had a
success rate of over 70 percent (measured by proportion of youths who do not return
10 street hfe and are able to support themselves) but only among youth who were
odfered struct 1red shelter care for at least seven months.>

O Other Conditions of Parnciparion. Many programs impose requirements that
effceuvely exclude homelsss youtk from enrollment. For example, even when drug
rehabus.auon slots are available for street youth, other requirements may preciude
thesr participation. At one site we visited, program staff reported the case of a
highly motrvated young girl who was accepted at a residential drug program well-
known for its high rate of success. After clearing a morass of legal consent hurdles,
they learned that the drug program’s family-system approach requires that parens,
spouses, sibhings or "significar* others”™ take an active part in the treatme.~: process,
both for immed:ate support purposes and .ontinuity of care after discharge
Unfortunately, the young giel's family members v .r¢ completely disengaged from hes,
and her peers (whe might othery - ha re served as significant othess) were other
homeless youth who were strugghng with theii own iifc problems. For wan: of a
supportive partner, she was unable to compiete the program.

Fragmentanon of funding sources and diffe. ent ideological approaches impase serious
bamiers 1o service delivery.

Gnen the broad aad diverse range of problems tha. strezt youth have, the need fer
service coordination and collaboratior, among caregivers cannot be overstated. Yet
duniug every site visit interview we conducted, e 1ssue of service fragmer - ilon was
dentilicd as a seno.. probler. To scme degree, fragme: : -tion is the resun of
sepaiate funding streams and program designs, many of which are managed by
DHHS. But poor coordination 2. the Federal level appeare 10 be only one of a
range of factors that sphinter service dehvery for street youth

In some respects, the particular circumstances of service fragmentatior are unigue 12
the locahty 1n which sei1 aces are deliverea. For example, because of their cin’s
geography, providers in Lo: Angelss must deal with imposing transperiztion
pioblems when atiempung to design and coordinate a treatment plan for a street
youth. Distance alont can serv as a senous barrier to a patient’s comnphance as
weil as to coll. oratior among care givers. But there do appza- t. some far ors
that £ -omote fragmentation no matter where the programs are located
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0 Separste Funding From a Vanety of Sources. Many providers expressed frustration
with the classification of youth into categories such as "runaway,” "prostitute,” or
“drug abuser.” This "esults from funding programs that emphasize discrete problems
as opposed to the interrelated needs of individuals. Exacerbatini the difficulty is
tha’ sources of these “problem funds” are at different public and private jevels. The
following example, ngpvided by a senior Jocal public health oificial, may serve to
Dlustrate the potential cutcome of fragmented funding streams: Data gathered by the
local public health department showe . a significant increase in IV drug use in a
certain sector of the city. At the same tune, seroprevalence rates in that

neight< rhood began to increase, according to public hospital and clinic data. In
separate actions, three different organizations (one drug treatment program, one
youth service agency. and one community-based health clinic) applied fo and
received three separate grants from a Federal agency, a private foundation, and a
State agency. A" three applied fo. and received a major portion of ovarall funding
designated for outreach workers. In the heaith official’s words. "we had outreach
workers tripping all over each other. jut.there. In fact, v = probably had more
outreach workers on the streets than cliens when all twee programs were in full
operation. At the same time, we went begging for out ea.h work mn other parts of
the city.”

o Competition Amorg Providers for the Same Funding. In some citis that L. .en
particularly hard hit by the epidemic, competition among providers for funding can
be fierce. Many small, community-based agencies believe they are out-gunned by
larger, more tradit nal institztions and consequently find themselves in  ven more
mtense competition with one another for a relatively small piece of the funding pie.
Thus 15 not to say that such nvalries preclude any cooperation, but they clear’y do

not promote the kind of teamwork among provid+rs necessary to .naximize available
resources.

o Different Ideological Approaches. Philoscphical differences among prowviders carn
also be an impediment to coordinated care. The most freques ly mentionec  .ample
of this phenome.._n was 1n the area of drug treatment. Many dirug rehabilitation
programs are premused on a 12-step model that other service providers beheve has
braited relevance for homeless youth who cre addicted to non-IV drugs. Prowders
told us that “even the language they [dru; rehabritation staff] use 1s foreign” 1¢ other
social service workers.

S.milarly, there are differences among service prc 1ders about the relative smphasis
that should be give. 10 case m.....,ement and to .oliocation as methods of
wntegrating the. deliveny of services to st eet youth. Through the case management
appic .ck, street ; outh in need Of servi-es ar  paired with youth workers who can
hedp guidz tham through "the system.” Many of those working s thi- field have
viewed case manageme.it as a core service inat is vital 10 a. v sustained effort
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directed to street youth. Indeed. it has become a centerpiece of many demonstration
and other project granis concerning street youth.

Yet other service providers, mcluding many we met with, note that case management
for street youth 1s frequently duplicated. They also note that it can be incffective
utless the case managers physically accompany their cl:ents to appoirtments — a
practice that can put a severe strair on tke supply of time and money. These
providers suggest greater emphasis be placed on collocating HIV counseling, primary
preventi.e medical care, and other key services under ne roof. This approach, they
emphasize, wuuld minimize transportation problem and reduce the occurrence of
missed appoin.ments. However, it would require a con:iderable capital irvestment
and could itself lead 10 some unnecessary duphication of services.

AT THE FEDERAL LEVEL, THE OVERALL RESPONSE TO THE PROBLEM OF HIV
INFECTION AMONG STREET JUTH IS INADEQUATELY FOCUSED AND
COORDINATED.

The breach in coordination has especially severe ramifications for ~~ts invob~, "1V
and stree’ youth.

Coordinauon wathin DHHS s particularly important as far as HIV and strect youth
are concemed. The responsibility for virtually every piece of the fight against Hi%' is
perceived to be shared by more than one Departmental agency. We asked
Department officials to idenufy which part of the Departmen, if any, should have
responsibility for nine separate funcuon: related to combating HIV among street
youth. For all but onz funcuon, at least five of the fourtzen respondents idenufiec
more than one agency.” Nine thought that "determining what behaviors most
commonly lead to the sr.ead of HIV among the street youth population” should be a
shared dur .3* Eight thought that mor. than one agency should "design ard evaluate
programs to promote behavior change among street youtl.™ The only function that
seems t0 he clearly withia a single agency's domain 15 "determining how many street
youth are afected. ¢ 1d where they are.” Twelve of the fourteen Depaiiment
officials responding thought that this was CDC's responsitality.  Sull, five of the
respondents named another agency instead of or in addimon to (DC.

The National AIDS Program Offics (NAPO) 1s supposed to “serve as the Public
Health Service focus 1n coordinaning and ntegraung efforts to prevent and contri”
the ¢ ccurrence and spread of HIV infection and AIDS™™ Its ability to perfo:. . Tt
*uty may be hampered, howeve., by several circumstances. First, Departmental
oodies which are nut Tart of the PHS have littie or ne representation at NAPO-
organized meetings or instence OHNS, which spons s severa! programs for street
youth, does not have an official member on the PHS HIV Lead.. 1ip Group, tae
PHS Executnne Task Force on AIDSE, the Pane! on Women, Adolescents, and
Chiliren with HIV Tnfection and AIDS, or the Federal Coordinating Communt  .n
the HIV Epidemic. Iis <bsence from the last group 1s porticularly surpnsirg. be ause
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the Federal Coordimating Commuittee goes beyond the PHS 1o include such agencics
as the Environmente] Protecticn Agency and the National Aeronautics and Space
Administration.

Another limit to NAPO's effecuvenecs may be its emphasis on coordinating PHS
programs that are directed at people vith access to traditional educational and
medical systems One former NAPO employee told us that HIV-related actmvues
aimed at street youth might be be.ter coordinated through a body focused on the
homeless rather than on the discase. Finally, NAPO's mandate appears to be
limited to organizing meetings and "networking.” It has no controi over resource
ailocation or grant specifications. The decisions on particular programs «nd pohcies
are vlamately left to the mndividual PHS componeats.

The exclusion of OHDS from the PHS coordinating process may explain the 1990
announ.ement of the Drug Abuse Preventon Program for Runaway and Hom~less
Youth® This program ic sponsored by OHLS'’s Family and Youth Service Bureau.
The announcement acknowledges the link between subsiance abuse prevenuon and
HIV prevenuon. But the only Federal agencies listed as souraes of information on
HIV and runaway youth are NIDA and the Office of Substance Abuse Prevertss
(CSAP) Apphcants for this program ould clearly also benefit from contact with the
National Institute of Mental Health (NIMH), HRSA, and CDC.

Another example of a coordination gap is the existence of two Federally funded
curricula on HIV prevenuion for high-nsk youth. In 1987, NIDA’s Community
Research Brarich contracted with Vestover Consultants 10 produce and dist. bute the
AIDS High Risk Adolescent Prevention curriculum. Also 1n 1987, CDC’s Dvision of
Adolescent and S:hool Health awarded money to the National Network of Runaway
anc Youth Servi es to develop the "Safe Choices Guide. HIV and AIDS Pohcies and
Prevention Progr- s for High-Risk Youth" Both are aimed at youth se..1ce
organizations, - . of which are funced dircetly by OHDS, and include basic
educanonal iafo:mation and suggestions for promoting safe bohavior. We did not
invesug-te thoioughly how or why both projects were funded simultaneous’s. There
may be vahid rzasons for having two similar curricula, suckh as companng their
relauve effectiveness  But it a, ~ears that they were not ongmally designed to
complement cach other, and on the surface there 1s no apparent need for both.3®

The above discussion aside, there are parts of the Department that seen. to be
mokang progress in fighting the epideinic among sueet youth. For nstancs, nauonal
advocacy and -esearch organizations anplaud the Centers for Disease Control's
concern for street yo.h ar 4 nther adolescents at high niss of HIV infection. The
€D was the agenc, must cuten cite . iy these organizations as do..g particularly
well in this area Both the Center for Prevention Services (CPS} and the Center for
Chronic Disease | evention and Health Promouon (CZDi'HP) have been supporting
HIV prevenuen efforts specifically targeted 1o out-of-school youh. In August 1989,
CDC he.. an mternal necting to idenufy the most crucal com; anents of HIV
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prevention programs for out-of-school youth. In Octoter 1989, the Deputy Director
for HIV of CPS served as moderator to a PHS Bi-Regiona) Consensus Conference
on HiV and runaway and homeless vauth. The resulting recommondations from
both gatherings addressed all the key 1ssues raised in this report, including the need
for provision of basic services to street youth and for coalition building between Jocal
service providers. Although the General Accounung Office recently stated that
"CDC has accomplished relauvely hittle 1n providing HIV education to out-of-school
youth,"? CDC appears to have the knowledge, expericnce, contacts, and commitment
to promote effective HIV prevention programs for street youth in the future.

Street youth at risk of HIV infection seem to attract comparatively little attention from
the Departmeny, the public, traditional youth advocates, and Congress.

Of the many groups who have bzen hit hard by HIV, street youth seem to have
been the focus of refauvely httle publicity ind political action. Concerted attempts
10 nflueuce public policy on HIV-related issues remain largely the work of the adult
gay community. Public compassion for people with AIDS seems to be directed
mainly to those who are considered "innocent,” such as newborns and recipients of
infected blood products. For example, the only teenager with AIDS who has
received national attention and sympathy was Pyan White. a hemophihac who died
in April 1990. As one Federa! official told us, street youth have "fa” *n through tne
cracks. . . . The heartstrings go out to the youns children - not to tnc 13- or 14-
year-old involved in prostitution.”

Congressional interest in th's population appears limited. Both the House aad
Senae introduced in 1989 versions of the Young Americans Acr, which aims to
increase Federal assistance to high-risk youth.® But as of June 1990, ncither bill had
scen action on the floor The only committee to have held hearings on the matter
of HIV and street youth rzcendy 15 the Senate Commitiee on Governmental Affairs,
whose mandate to investigate these issues .; indirect a* best.

Street youth may lack sufficiently strong voices in Washington. Two of the most
well-known and respected advocacy groups for children's issues did not participate in
the survey we conducted for this report. One referred vs instead to a publication of
theirs that was outdated and contained little information directly relevant to stree:
youth. T2 other was will:ng to participate, but felt that they could add hittle 1n
terms of opinions or insight beyond what was contained in their existing pubhcations.
Again, *-¢se publications were clearly focused on younger children 1n traditional
settings, and had httle to say with regard to street youth.

The general absence of focus on stree* youth may help to explain the Department’s
comparatively rainimal response to the HIV epidemic in that population. When we
asked our survey respondents o rate the cverall response of the Feueral goverumert
to the epidemic among adolescents, thy  atings they offered were consistent]y lower
in relation to street youth than to youth in general. This was reflected 1n the
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tesponses of direct service providers, national organizations, and even HHS
officials.”?

In sum, street youth are easily invisible as a group, have xo natural advocacy group,
and do not generate the concern directed to other populations most at risk of HIV
infection. It should not be s.rprising, thc-cfore, that theyshave not becomea -
primary focus of Federal policy makers’ attention in'the overall HIV effort. .But
their plight cannot be ignored, and their needs and requests are not outrageous.
This is clear from the following excerpt of a letter written from a residential
treatment facility by a 14-year-old HIV-positive girl to her doctor:

“They were asking me do I have AIDS. . . . The counselor told the kids do
not touch me and I can't touch them. You know how that makes me feel, I
feel like I bave no life. . . . P'm just vriting this because I need somebody to
Jove me and I'feed somewheie to be without everybody talking or asking me
do I have AIDS. .. "
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RECOMMENDATIONS

THE PUBUC HEALTH SERVICE

The Public Health Service, through she Centers for Disease Contrel, should conduct
addirional seroprevalence research to measure the scope of the epidemic among street
youth.

In order to allocate resources efficiently, policy makers and program managers must
have a clearer picture of where and to what extent street youth are becoming
mfected. Another reason to collect seroprevalence data is to demonstrate the
sevenity of the problem. The long HV incubation period means there will probably
never be an AIDS epidemic among teenagers, no matter how many teens become
infected wath the virus.

Given the difficulties in generaung valid national data on seroprevalence among
street youth, 1t seems more appropiiate to focus on locality-based data. Collecting
such data 1s necessary if scarce resources for prevention and treatment are to be
apportioned effectively. Because infection rates are likely to giffer significantly
between and perhaps even with.n metropohtan areas, a large number of sites must
be selected for study.

In collecting and analyzing seroprevalence data on street youth, CL)C should make
full use of reliable data collected from other sources, both public and private. The
CDC should make all data easily available to researchers and service providers. Thus
data should be as detailed as possible without jeopard,zing indvidual privacy rights.

The Public Health Servive should collect baseline data on the sexual behavior patterns
of street yo.uth.

In response to the call by researchers and practitioners for more and better
wnformation on factors that encourage high nisk sexual behavior among street youth,
the PHS should move quickly to coliect this information. The data should be
gathered from several meiropolitan areas with large concentrations of street youth

The Public Health Service, through the Alcohol, Drug +.buse, and Menic! Health
Admunustration, should conduct research on t shavior change strategies designed 10 reduce
the risk of HIV infection among street youth.

Inthe * ence of a vaccne, only vehav,or change will slow or stop the spread of
HIV. . mentioned previously, interventions develo ed for smoking cessaticn and
pregnancy prevention may hold promse for HIV prevention efforts, but the.¢ tus
been ittle systematic evaluation of su u efforts. In the meartime, resources hr

been channeled to traditonal education-as-pr-vention efforts that clearly have hnuted
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utility {or street youth Therefore, behavior change among street youth 1n particular
should be a high priority ‘or additional research efforts. 'What works for adolescents
in general should ot be , resumed 1 work for street youth, because the physical
demands and psychological effects of street life :nhint the success of traditional HIV
nisk reduction interventions.

The ADAMHA's research agenda should include modification strategies for all
behaviors that place adolescents at risk, including substance abuse as well as high-risk
sexual activizy. It should continue the search for more effective treatment
technologies for users of current drugs of choice such as "crack” cocaine. Because
several ADAMHA divisions (including NIiMH, NIDA, OSAP, and the Office of
Treatment Improvement) have expertise in this area, a single unit should be
designated to coordinate current and future research initiatives concerning street
youth.

The Public Health Service should conduct research on the manifestation of H1V
infection in adolescents and develop app-<iar: clinical protocols for treating youth who
are infecied.

Use of zidovudine an* other therapies to delay the onset of symptoms among those
nfected with HIV represents a major breakthrough i treatment of the disease. But
the use of these therapies for young people may be inhibited by a lack of
information on the progress of the disease an the effects of such treatments on
adolescents. The PHS should therefore further expznd its current 1escarch efforts in
both areas. Discase progression among adolescents should be studied more
thcroughly and young people, especially young women, should be represented more
broadly in the chnical triais of therapies designed to treat the disease. Data from
trials ran then be used to guide practitioners ir. ceveloping treatment protocols and
determining appropnate dosage levels, dosage schedules, and treatment of adverse
reactics.

THE OFFICE GF HUMAN DL JELOPMENT SERVICES AND THE PUBUC HEALTH
SERVICE

The Office of Human Development Services, in collaboratiz= with the Public Hea!'th
Service, should design and implement a strategy 10 curb 11V b fection among sneet
youth ir. five cities with large popula.ions of street yous!s vnd hgh rates of HIV iny. ~tion.

Lacal-level service fragmentation and access problems discussed in this r-port cannoi
be resolved ~ampletek by Departmental efforts. But a comaination .. technical
assistance, financial support, and removal of categoiiat Larricis at the Federal level
would create an environment in which service delivery reforms could be made.

We believe that 2 strategv of focusing on a smull au..be. of la  urban centers with
high HIV infection rates 15 warranted “or three major reasons. Une s that by
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concentrating on specific localities, the particular type of services and service linkages
needed can more readily be identified and implemented. A second is that by
direcung an mtensified effort at cines with lar, . populations of stre=t youth and high
rates of HIV infectuon, the Department can have a sizeable impact on the national
problem. And finahy, by cerefully evaluating *he effort, the Department and others
can gain msights on how te respond more cfficiently and effectively to the needs of
street youth throughout e country.

Within the Department, OHDS 1s the most logical choice for izad agency since it has
the most dnect programmatic responsinity for the street youth population. The
PHS, however, has been far more acti funding and overseeing HIV-related
programs for youth and has a broader r.age of contacts with local health, education,
and youth service organnzations. Further, PHS (specifically CDC) would be best
qualfied to 1denufy the five aines where seroprevalence rates and the rumber of
street youth are highest. For these reasons, we recommend that OHDS collaborars
closely with PHS in planning and implementing such an effort.

A number of researchers, pract*tioners, and non-profit organizations have done
extensive, and In some cases, exemplary work 1n examinming implementation problems
and tesung reform models. Staff of the Rotert Wood Johnson Foundation as well as
parucipants 1n the West Coast Scienufic Symposium on Health Care of Runaway and
Street Youth are two cxamples. Thercfore, we strongly rge OHDS to ensure that
experts frar orgamizations hike these participate formally in the planning and
development of the five-city strategy.

To the maxamum extent possible, the strategy should encuurage local wmitiatives,
faciitate the provision of basic services that address the sutvival necessities of street
youth, make use of existing Federal progr.ms such as the Runaway and Homeless
Youth Program, the Transiional Living Program, and others, and foster the
mntegraton of services directed to these youth. This would be consistent with the
Secretary’s interest in promoting service Inicgration.

In regard tc ihe latter objective, we urge OHDS to give senous considerat.u ) four
steps that could oe taken to reduce categorical program barrners at the s=rvice
delivery level  Among the imntiatives that should be considered are the following

1. The a'lov-ance of wavers (0 sormre calegoncal program requirements  Such wi vers
could be delpful in developing servic. intervenuons which respond in a muie
efficient ano eficctive manner to the multiple, inteniclated needs oi stree. youth
They might also p-ovide a way to serve youih over age 18 if the alt* naun
“adult” resources are not appropnate for older adolescents

rJ

The allocation of funds for lucal plan..ing effuns and the requircment that funther
funding depend on demonstren . olle’ sraten ymong ser ice providers The
Robert Wood J hnson Forndastion has taken this approach recently vath some
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apparent success. The intent is to foster cooperation among a ‘iverse group of
agencies and professionals who may be otherwise inclined to work independently
or competitively. s T

The use of a single coondinaring or “anchor” agency within each community. The
designation of a single community focal point for organiring the service
intzrventions can facilitate the most efficient and effective use of the limited
vesources available. Ideally, such a focal pr t would ' designated through the
collaborative cfforts of the local service prov.lers.

The collocarion of some services for street youth, As we have noted, street youth
are often quite resistant to established health and social services, To thesextent
that such services are immediately accessible to them, their readiness to use
them and their cpportunity to benefit from them may be enhanced.
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APPENDIX A

METHODOLOGICAL NOTES
The methodology for the study included the following:

1. Literarure review. The study team conducted a literature review of popular,
professional and government publications. We reviewed articles and reports on
issues such as epidemiology; behavior modification models; HIV education,
prevention, and intervention; adolescent health; HIV knowledge, attitudes, beliefs
and behaviors; and clinical treatment.

2. Federal survey. The study team examined cu.tent Federal policy and actions on
the issue of HIV infecuon ameng street youth through a review of Departmentc!
documents and interviews with relevant staff in offices engaged in ‘AIDS-related
activities.

In response 10 a formal request for information, eight Departmenta! offices
provided a summary of ongoing activities relevant 1o HIV infection among
adolescents for our review. Six other offices added supplemental information.
We rehed on the documents to formulate a profile of Departmental efforts and
looked for signs of internal duphcation and omissions.

Fcllowing a review of these documents, we conducted interviews with 15 Federal
employees who had significant expenience with eithe. .(IV infection or street
vouth or both. The interviews gamered information on: the employees’

- erceptions of the strengths and weaknesses of Departmental efforts, suggestions
1or strengthening the Department's overall approach; coordination of activities
withun the Department, and mechanisms for shacing of information among oifices
and divisions.

We analyzed the qualitative data collected in interviews with Departmental staff
to 1denufy barriers +0 communmication and coordination within and among
orgamzations) components and - ays to enhance collaboration. We 1eviewed
Departmental efforts and stri .gies m the context of major research findings and
lessons leamned at the service delivery level.

3. Research and advocacy organuzation iney. Telephone intervievs we;  cond icted
with officials from 2 local and 13 r. gonal irdzr.rdent orgeni~-ttans who
perform resear.b and provide advocacy seiv -». The organi:at,o.s « lected
either receive Federal funding for HIV-related activities, or were ide-.tifie '
through the lterature or word-of-mouth as playing a major roic n th.s arca
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The discussion guide used for the telephone interviews clicited information on
such issues as coordination among advocacy and direct service organizations on
the issue of HIV infection; their stance on HIV testing; their perceptions of the
Federal response to HIV among street youth; and their ideas about successful
prevention, testing, and treatment programs for this population.

4. Direct service provider survey. Information was obtained from direct service

providers that serve street youth, through a telephone survey of 20 organizarions
and site visits to 3 selected providers. The Office of Human Development
Services provided a list of candidates for the survey. From this List we selected
23 organizations on the basis of cascload size and geographical diversity (each
region of the country yiclded at least 2 participants). The site visits took place
in three major urban areas with a relatively large population of street youth and
a selection of programs that serve them.

We condacted the telephone interviews with the executive directors of * se
organizations, or their designees. A discussion guide was used to ask them about
issues that affect se.vice delivery for street youth; lessons learned from
experiences with service delivery; and perceptions of Federal efforts. A protecol,
incorporating the issues covered in the teicphone interview and claborating upon
them, was used for ilic site visits.

The telephone interviews and site visits were used to develop profiles of
programs that are providing innovative services, to create an inventory of positive
and negative lessans learned at the service delivery level, and to identify 2reas of
consensus regarding opportunities to imprcve Dzpartmental efforts.

A list of participating offices and organizations follows:

Federal offices responding .5 a formal reques. for information. Alcohol, Drug Abuse,
and Mental Healih Administration; Centers for Disease Control, Foed and Drug
Administration, Health Rescurces and Services Administration; Health Care
Fiancing Administration, Nanonal AIDS Program Office, National Institutes of
Health; and Office of Human Development Services.

Offices providing suppler.ental informanion. Bureau of Pnis -s, Indian Health Se: -ce,
Job Corps, Offi.e of Assistant Secretary of Defense for Health Affairs, Office of
Diseasc Prevention and Fealth Promotion; and Ofiice of Minority Health.

National and local research and advocacy organizations. American Foundat.on for
AIDS Research, Association for the Care of Child.. a’s Health; Boston AIDS
Consortium;, Cen'er for Population Options, Natior.al AIDS Network; National
Coalition of Advucates for £ :dents, Natio..al Coaliti' 2 of H.spanic Health and
Human Services Orgznizations, National Commission on Correctional Health Care,
Nanoral Fducation Agency,.ealth Information Networ. , National Minor:'y AIDS
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Council; National Network of Runaway and Youth Services; Natioral Organization of

Black County Officisls; Planned Parenthood (of Washington, D.C.); Society for *
Adolescent Medicine; and U.S. Conference of Mayors.. . .
Direct service organizations: Adolescent AIDS Progm;:, Bronx, NY,A;rancaHuman -

Services, Los Angeles, CA; Bridge Over Troubled Waters, Boston,-MA; Casa Shelter
YMCA, Dallas, TX; Comitis Crisis Center, Aurora, CO;, Covenant House, Miiimi,

FL; The Door, New York, NY; Gay and Lesbian Community. Service;Center::Los B
Angeles, CA; Janice Youth Programs, Portland; OR;:LA.:Children’s Hospital; Los -4
Angeles, CA; L.A. Network, Los Angeles, CA; Larkin.Street, San. Francisco, CA; &
Middle Earth Unlimited, Austin, TX; Neon Street Shelter, Chicago, JL; New,

Begionings, Lewision, ME; Sasha Bruce Youthworks, Washington, 1)C;. Stréétwork :
Project, New York, NY; Synergy House, Parkville, MO; Teen Liviag, Chicago, IL; -
Volunteers of America, Denver, CO; Youth Care, Seattle, WA; Youth-Emergency, -
Philadelphia, PA; and Youth Emergency Shelter and Services, Des Moines, IA. R
A3
»
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APPENDIX B

RESULTS OF SELECTED GOVERNMENT-SPONSORED HIV ANTIBODY TESTS

Testing
Agency

Defense
Dept. 40

Job
Corps*

All recruits, 17-20
Hispanic males, 17-20
Females, 17-20

All r.ccruits, 2125

Males, 21-25
Black males, 21-25

129,754 recruits

647 recruits

1,078 recruits

5,275 recruits
Homosexual roen at
Sexually Transn:itted
Disease climes, 18-25

IV drug users in
treatment, 18-25

IV drug users in
treatment, 18-25

Homeless youths

Location
Natiopal

National

W. S, Central Region®

National

South Atlantic
Region“

National

National

San Francisco
Miami

New York City

Not Available

New York City and
Puerto Rico

Qutside east coast

New York City

B-1

o2

HIV +
(Rate per
1,000) .

0.2

12
137
1.6

3.78
6.2

3.88

1391
12.98
.42

100 - 700

500 - 600
< 50

70
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APPENDIX C

ENDNOTES

1. Centers for Disease Control, HIV/AIDS Surveillance Report, May 1990. Figures
through April 30, 1990. Teenagers represent Jess than 0.4 percent of the total
number of AIDS cases.

2. Centers for Disease Control, Strategic Plan for the Prevention of Human
Immunodeficiency Virus (HiV) Infection: 1990 and Beyond (Draft), Centers for Disease
Control, 1990. For adolescent vs. adult incubation period, see Goedert, 1.3, et al.,
"A Prospective Study of Human Immunodeficiency Virus Type 1 Infection and the
Development of AIDS in Subjects vith Hemophilia,” New England Joumal of
Medicine 321(17):1141-1148, 1989.

3. Centers for Disease Control, HIVIAIDS Surveillance Repor:, May 1990. Figures
through April 30, 1990.

p Bart s

4. Ibid. Whites constitute 57.5 percent of people with AIDS over 30, but only 52.2

percent of people with AIDS between 13 and 29 years old. Males constitute 91.5

percent of people with AIDS over 30, but only 87.4 percent of people with AIDS :
between 13 and 29 years old. ;

5. See, for examnle, U. S. Genera! Accounting Office, Homclessness: Homeless and

Runaway Youth Receiving Services at Federally Funded Shelters, HRD-90-45, December
1989,

6 A runaway youth is a person under 18 years old who absents himself or herself
from home or place of legal residence withcut the permission of parents or legal
guardians. A homeless yonth is a person under 18 years old who is in need of
services and without a place of shelter where ".e or she can receive supervision and
care. See Federal Register 55(44):8086, March 6, 1990.

pon b d o

7. Figures from the National Network of Runaway and Youth Services, cited in U. S.
General Accountirg Office, AIDS Education. Programs for Out-of-school Youth Slow
Evolving, HRD-90-111, May 1990, p. 2.

A

8. The Department of Defense, whose test results are often cited as evidence of the

infection rate among yonng Americans, has actually witnessed a decline in the

incidence of HIV artibodies among applicants since 1985. This may be due,

however, 10 self-selection vas caused by knowledge of HiV testing .. Juirements and

by recent publicity surrcnnding D™ s . »%cy of excluding homosexuals from military

service. Furthermore, the military 1s not likely to attract many strest youth. Unlike

military recruits, $7 percent of a!! Jot Zorps entrants are under 21 years old and are .
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- primarily from low-income families and urban settings. Aithough the Job orps
sample certainly taps the street youth population more regularly than the military
sample, it too may underestimate the true incidence of HIV among strect youth.
The Job Corps's testing requiremens are also well known, ant' the Corps tests only
those street youth who are motivated to enter a strictly regimented program.

-

el
Ay

9. Response to OIG request from Deputy Director (HIV), Centers for Discase

Control, May 1990, These estimates are derived from scroprevalence data gathered
. at 26 sentinel hospitals, which are part of CDC's efforts to determine the progress ¢
\ the 2pidemic nationwide. The CDC was unable to provide any demographic
information other than age range and sex to accompany this estimate.

o
L

R

; 10. Brooks-Gunn, J., Boyer, CB., and Hein, K., "Preventing HIV Infection and AIDS
in Children and Adolescents: Behavioral Research and Intervention Strategizs,”
American Psychologist 43(11):958-964, 1988.

L ebmde by i

\iv

11. Non-IV subsiance abuse, while not considered risky for HIV transmission in itself,
is thought to stimuate sexual activity and interfere with the cognitive functioning
necessary for safer sex.

Py
]

o v

12. This is a weighted average, with weight added in proportion to the number of
clients served.

220 Fes ot

13. Personal communication with Diane Sondheimer, National Institute of Mental
Health, March 1990.

14. Becker, M.H., and Joszph, J.G., "AIDS and Behavioral Change to Reduce Risk:
A Review,” American Journal of Public Health 78(4):394-416, 1988,

15. National Instituie on Drug Abuse, AIDS High Risk Adolescent Prevention Project: .
Participant’s Manual, nd., pp. 2-10. :

16. Ibid.

17. Wright, J.D,, *Poverty, Homelessness, Health, Nutrition and Children,"
unpublished paper delivered at conference on Homeless Children and Youth Coping ;
with a N.tional Tragedy, Washington, D.C., May 1989. 3

18. Natiunal Insitute of Allergy and Infectious Diseases, *Recommendatic-s for
Zidovudine: Early Infection,” JAMA 263(12):1606-1609, 1990. H

19. Goadm.an, E., ard Cohall, A1, "Acquired Immunodeficiency Syndrome and
Adolescents: Knowledge, Attitudes, Beliefs, and Behaviors in a New ork City
Adolescent Minority Population,” Pediatrics 84(1):36-42, 1989.

20. Athey, Jean, "HIV Infection and Homeless Acdolescents," unpublished manuscnpt, :
1990, p. 7.
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21. Ibid.

22, Brc;oks-Gunn, J., and Furstenberg, F.F., "Adolescent Sexual Behavior,” American
Psychologist 44(2):249-257, 1989.

23. D'Angelo, L.J,, and Sondheimer, D.L., "Adolescents and HIV Infection: Struggling
Not to Be Forgotten," Pediarric AIDS, in press. Sce also the Office of Technalogy
Assessment Staff Paper, How Effective is AIDS Educarion?, 1988.

24. Flora, J.A., and Thoresen, CE., "Reducing the Risk of AIDS in Adolescents,"
American Psychologist, 43(11):965-970, 1988.

25. Watkins, J.D., et al, Report of the Presidential Commission on the Human
Immunodeficiency Virus Epidemic, 1988, p. 3.

26. Pediatric AIDS Coalition, 1990 Legislafive Agenda, p. 12.

27. Personal communication with Diane Sondheimer, Nat.onal Institute of Mental
Health, May 1990.

28. Ibid.

29. Euglish, A, "Adolescents and AIDS: Legal and Ethical Questions Multiply,” in
Quackenbush, M., Nelson, M., and Clark, K., The AIDS Challenge, Prevention
Education for Young People, Santa Cruz, CA: Network Publications, 1988.

30. Yates, G., Testimony before the Little Hoover Commission on California State
Government Organization & Economy, Decer'.; 13, 1989. Also personal
communication with Gary Yates, March 1990,

31. For the purposes of this question, we considezed each major component of the
Public Hezlth Service plus OHDS and HCFA to be & separate agency.
Subcomponents such as the National Institute of Mental Health and the National
Institute on Drug Abuse were not considered separste agencies

32. Thr particular agencies named most often were CDC (11 mentions), ADAMHA
(5 mentions), and NIH (5 mentions).

53 Here the most commonly cited agencies were CDC (10 mentiors), ADAMHA (7
mentions), HRSA (4 mentions), NIH (4 mertions), and CHDS (3 mentions).

34. National AIDS Program Office, unpublished documsrt, June 198",
3. Federal Register 55(92):19832-39, May 11, 1990.
36. Now that both have been compleied and are being implemented 2-ross the

country, OHDS is making eiforts to er-ure coordination between agencies and
contractors.
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37, U.S. General Accounting Office, A/DS Education: Programs for Out-of-School
Youth Slowly Evolving, HRD-90-111, May 1990, p. 1.

38. HR, 1492; S. 1911.

39. We asked for ratings of the overall response on a scale of 1-10, with 1 meaning
poor arnd 10 meaning excelient. The mean responses were as follows: From direct
service providers, 2.4 for street youth and 3.4 for youth in general; from research and
advocacy organizations, 2.4 for strect youth and 4.0 for youth in general; rom DHHS
officials, 3.7 for street youth and 5.9 for youth in general.

40. Response to OIG request from Office of Assistant Secretary of Defense for
Health Affairs, Department of Deiense, March 1990. Data collected between
October and December 1989.

41. Response’ to OIG request from Director, Office of Job Corps, Department of
Labor, March 1990. Data includes all tests condr :ed between October 1, 1987 and
C:tober 31, 1989,

42. For homosexual men and drug users, see Public Health Service, draft of Year
2000 National Health Objectives, p. 13-7. These data were collected in 1987.
Homzless youth survey results obsained from Center for Infectious Diseases, Centers
for Disease Control, May 1990. The dates of data collection are unknown.

43. This region includes Arkansas, Louisiana, Oklahama, and Texas.

44. This region includes Delaware, Maryland, the District of Columbia, Virginia,
West Virgini, North Carolina, Sout Carclina, Georgia, and Florida.
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Usitod Stazes
General Acceunting Office
Washington, D.C. 20648

Human Resowrces Division

B-230639

July 28, 1089

The Hororacts John Glenn

Chairman, Committee on
Governmental Affairs

United States Senate

Dear Mr. Chalrman-

This letter responds in part to jons ralsed in yotr Septeraber 26,
1988, mu&mmmomw\torpmgummmaadbyuw&nm
forbmse%ud(mc)wpmmtuesprudofu\ehumnknmu
nodefidency virus (HIv), which causes acquired immunodeficiency syn-
drome (AIDS). As purt of our ongoing review of HIv education and
prevention efforts,! you asked us to obtaln information on COC’'s manage-
ment of prevention funding to state and local health departments.

1n 1989, coc planned to provide about $144 million in funding support to
state and local health departments to operate HIv prevention programs.
The health departments target health education and risk reduction

top ath ¢ risk of infection, such as homosexual
mcn.lnu'ﬂvenousdmgmem.mdmlwm

Without a vaccine or cure on the horizon, AIDS prevention programs are
critical because they are the only public health tool available to reduce
the potential medical and soclal costs of the Hiv epldemic. While educa-
tion programs have been expanding over the past few years, informa.
tion about their implementation and effectiveness is still limited.

Backgrournd

- ERIC

SR A v 7ex: Provided by ERIC

The Hiv epidemic is & national public health threat of potentially cats.
strophic proportions. Through Apeil 1909, €oc reported over 94,000
cases of AiDS, of which over 54,000 persons were known to have died.
The Public Health Service prodicts that as many as 1.6 nullion Ameri-
cans may already be infected with Hiv, and epldex lological research
suggests that more than 50 percent of those infected will develop Ats.

AL your requeet, we edJresed educatica fforts to reach high-riak persore Urough courscding and
sting progrvwe (AIDS Education: lama + ALY Counsetvg snd Testing Progam., GAQ/
HRD299, ma.mﬁég!immmamau 5on and
mmNMMMnmN-MNM
youth and irtravencus drug wers. We aieo reported on CDC's general edbacation program (AXDS Lo
cation: Activices Aimed st the General Pubic tmplancrvied Sowty, GAO/HRD-30-21, Dec TS TRNS
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€0, the lead federal agency for AIDS prevention programy, assigned
responsibitity for reaching atd d risk of infection to its
Center for Frevention Servioos (CTs). crs funds these AIDS prevention
programs principally through cooperative agreements with state sad
locad health departments, Setween 1885 and 1969, funding for
targeted to persons at increased risk grew from $13.5 million to $184
million! almoy’ doubling annually.

State and ol health departments are respor: ic for managing and
operating the cooperative agreements, which fund & wide varicty of pre-
ventior: activities, including health education and risk reduction pro-
grams. These acuvities include

luvcmuucmmwnmgfordlmuusexuulymnsmmddlscmmd

drug & se clinks,

telephone hotlines,

media campaizns, such as radio and television public service announce

ments, and

diverse efforts by ity-based organizations, such as teaching

mnwlwmhmvmdmsumhowwckmn«dlu.cduaﬂng
at soup kitchens, and sp ing sV awareness days for low-

income blacks and Hispanics.

Objectives, Scope, and
Methodology .

Q 21\'3
ERIC

Aruitoxt provided by Eic:
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P 10 your request, we f d this review on
CPs actual and targeted staffing levels for managing urv cooperciive

agreements,

oversight of federally funded 1av prevention activities, and
prodlems in the funding cyces of Ams prevention cooperative
agreements.

Weeonductcdourmknwchudqumauhmhnu.wh«ewelnm-
viewed program offidlals responsible for managing ADs activities. We
230 reviewed financial, staffing, moaltoring, and other COC records
associated with these activities. Although we did sk conduct detatled
mmo!mmummmhmmdbwhwmdemn-
ments, we obtained the views of state officisis by interviewing dirsctocs

'Mll“thhm“wmwmmmm
mmwmm-wuswmduwummrm
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of state health departments at & meeting of the Association of State and
Territorial Health Officials.

Our work was performed primanly between Seplerber 1888 and Janu-
ary 1989 in acco.dance with generally accepted government auditing
standards

Difficulties in Meeting
Staffing Targets

The Hiv epidemic has resulted in che Center for Prevention Services tak-
ing on new and growing responsibilitics. C7’s funding for cocperstive
agreements with state and local health departments for ity prevention
inureased from, about $25 million in 1886 to about $144 million in 1989

Under the cooperative sgreements for AIDS prevention, Crs is responsib'e
for providing general guidance and technical 7 “sistance regarding activi-
ties the state and local health departments should carry out. Crs is also
resporsible for monitoring and evaliating health department activities
to kelp ensurn effective use of faderal HIV prevention funds.

ors officials believe 2t they need to hire additional staff to oversee
this rapid expansion in federal funding and to recrutt staff with differ-
ent skills. C7s has traditionally been resy onséble for funding end coord)-
narng state health department efforts to control sexusily transmitted
Ziseases, such as syphilis and gonotrhea. Becaust these diseases can be
cured, progr have emrphesized clinical treatment and investigation of
cases, with education and efforts o modify sexurl behavior playing a
minor role

AIDS, in contrast, is currently incurable and can be controlled only by
preventing transmission. Moreover, itrv prevention programs have had
to address new and relatively unproven educational epproaches, such as
how to motivate long:-term changes in sexual and drug-using behaviors
that spread ity As a result, crs officlals said that technical assistance to
state health deparments for HIV prevention programs wouid require hir
ing staff with specialized skills, such as expertise in behavioral sciences
and in community heal’! +ducation methode.

.o was first =~avided staff for HIV Lrevention programs in 1885 with an
allocaticn of 1 full-time staff By February 1888, 40 full-time staff® at
13 were alloca: 2d to work on ¥ ¢ prevention programs. Even with this

SThas duss st Wechade 35 € § otalT asstOwdd 16 sate and kacwl health Srpartments.
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expassion, CPS concluded that it did not have enough staff to keep up
with its growing responwmibilities.

Staffing probl inued th h 1688.* On four occasions in 1988,
merrorhwmdonSmMJMdauymuw:dm-emﬂwc
was unable to fully meet these of

W&Mﬂmmﬂm?xm&m%l%m
requested 67 additional staff, butmcnpmmcdm!y% 7S also encoun-
tered difflculties in filling even apyroved p beczase of prodl
lnhmngix\dx\1dunbwnhwemqumtespeddmdsh!h.NotunmSep-
tember 1988, for example, had CPs hured staff with behavioral sclence or
health aducution expertise to provide technical assistance for develop-
irg health education and risk reduction programs.

Agency officials reported that in 1988, stamngshotmsacmunuew
hamper CrS's ability to lish its S oversight and technical 2ssis-
tance respor=ibilities effectively. In February 1989, cps requested 63
additional positions, which were all approved by coc. Becatse of insuffi-
aent funds to pay for these positions, however, ¢ps will be able to fil
only 35 of the 65 positions.

As of May 31, 1889, c7s had 93 full-time staff working on HIv programs
as well 28 approval and budget to kire 33 more by the end of fiscal year
1889. If all these positions are filled 2t that time, Ces officials believe
they will still need about 30 more positions to carry out their ams

responsibihities.
Staffmg Shortag% CPs is responuble for providing general guidance to 2nd monitoring of
2 health departments to help ensure effective use of federal Hiv preven-
Have Hindered Key tion funds. This responsibility includes

Monitoring Activities

providing health departments with technical ce in planni
operating, and evaluating targeted education activities,
+ assisting health departments in evaluating the overall effectiveness of
program operaticns, and
deveioping and disseminating inforwation on HIV prevention program
activities and evatuztion methods tha. are effective

‘w'umumhnlm(hn%wmmm GAO/THRDEA 18,
June 8, 1963) that saff shortages Y 10 manage acthvibeer efr tvely

A
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Several scszeomuabwldmumu\eymnocncdvhqtheudmhl
Wu\eymedcdtmmmtohelpdmimpkmtu\érmpm
vmﬁonprogmmTheyparﬁcuhrlynmdcdhdpmdaigdngpmm
that motivate individuals to change thelr sexual and drug-using
behaviors.

State officials also reporte. areed for moce federal tachnical aesistance
n developing Knowledge, Attitude, Beliefs and Behavior (KAES) baseline
damnmedmnmnu%wmn.unlr{shmledgeabwtmanduw
extcn:towhichbehavioxstha:spmdmvmpnahed.ﬂedthdcpam
mmmmuuedauwmufywmmwme.mbmhpdod-
es for v education activities, and set objectives for increasing
knowledge and reducing nsky behavior. Follow-up KABB surveys can
then provide a bawis for CDC and the health departments th mezsire pro-
gram effect.

Beginning m Apri 1886, coc provided funds to 55 stzte ard local healtl.
deparuncmsnadonwldetocmductmwrveysrdadngwthegme:ﬂ
pubbcandhigh—riskgoumBy)hrdxlss’I.wcmqmmxheleakh
dmmnmammedtamdmw&vclopmnbbm.m
ob)ecuvamedepammtswemspeoﬁunyaskedtoeva!um
observed chnges in knowledge and behavior patterns.

In spite of COC'S requir a3 of September 1985, many health

gram objectives.

Table 1 Progress of 55 Heslth
Lepartments in Completing snd Using
KARS Date (Sept 1968°)

M

Number of heelth copartnents et

Compieted  Used XADE des

Qroup KASS surveys 10 90t objectives
General pubic 45 £
Homosexusl #nd Ersexul men 33 13
niravenous dnug usern 18 8

icet recent dats tadxdated by COC

Ammwmmmmmo!mmmeﬂ-
mmuﬂwngmdauhuh«nhnpmmdmpmbysulm\gpmb-
Iem.Somesunesmcdztﬂmtoeommmmrveysk\houubut
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later realized that they lacked the expertise to successfully complete the
surveys. Staff diversions to other AIDS pricrities, such as addressing
state AIs legislation, also contributed to delayed KAEa data collection in B
some stztes. CP3 hired two additional staff in October 1988 specifically )
to provide technical assistance to state and local heaith departments to
help them devescp program objectives linked to KASS dats.

[

¢p3 officlals reported that bacause of staff shortages, they have not been
able to conduct other important program menitoring activities. For
example, a2 the end of 1968, v had not evaluated state and local
healthdeptn:mmtm mvmﬂonm'l‘hhlsmmuiﬂcompo—

. AT
soav b WG TaRs 3R cant gl AT,

nent of technical ing to CoC program requirements.
Staff shortages also preciuded ssistance in coordinating programs
aimed at preventing Hv tr ot drug users.

: We reported In 1657 that the federal public bealth education response to

Funding Cycles for the 10V epidemnic appeared uncoordinated.s Experts we interviewed told
HIV Prevention us that the patchwork of federal and state funding and the lengthy and .
Programs mmbemmapp!.admwocedumhadwu&edmﬂckmme -
to the jc in many & For le, some public health offi- M

dabmmndwatwblhwmedumorsmdod\apmlm
als were spending inordinate of time responding to reg for
proposals instead of providing Hiv education.

Table 2 shows the funding cycles for HIv prevention programs. State and ~
local health departments wilt have received HIV prevention funds on
e1ght occzsions Ir: jess than 3 years, or an average of every 4 months.

'mmvmmwmu_x_ngmmmmmnlm 12,
13873 it

Aruitoxt provided by Eic:
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10 Siaw
(Apr ¥

2 Pow ct AIDS Funds r1om CNC
and Local Heelh) Departnents
96 10 Jan 1969)

ST ST N TSR P A PR S U

Dokars n mdons _
‘_WIOH-‘JOS, funde Izc_'?_siw“ Awnrdd
Hes'th educetion/nsk reduction Apx 19D $25
Hoalth education/nsk reducton A, Sexx. 1906 17
Couxseing and lestng 2R 190 99
ALS pr o Ao 1387 ]
ADS pre ~anton - - Sept 1987 266
ADS prevennon Apr 1953 3
AIDS preventon Sept 1988 89
AILS preventon Jan 1989 1297

ntacatyes W wcmmmmmmwnonmmmmmm
g awwo. ¥ 0 ADS pravenon sward.

Both CpC and seate officials told us that, while thes funds were needed,
the irregular flow cf funds has made it difficuit to plan and manage
effective programs. For examp's, in 1887, health departments had
devetopedannualpmgmmpkmbasedonspeaﬂc(undmgam:dedm
April. *~ September, they were awarded additi nal funding that had to
be corarmutted within the next 7 months Also, the same stat{ 2 » +re-
Quently responsibie for both developing program applications and
imlementing programs, which are competing prionties. cps staff are
also diverted from their program implementation responsibflities to
award ew projects.

The reasons for this disruptive transfer of funds have largely been
beyond coC’s control. In fiscal year 1888, for instance, the administra:
tion had cDC conduct a national seroprevalencestudy* and a nationwide
mailing of an v information brochure. As a result, ¢(0¢ reduced the pre-
ventzon funds available to stave and local health departments. Rather
than reduce monthl* expenditure levels to the health departments, how-
ever, CPS reduced the 1988 funding cycle from 12 to 8 months, Conse-
quently, C¥s awarded fiscal year 1989 funds fn January 1989 rather
than 12te April 1989

In part, however, the irregular funding cycles also reflect CDC's response
to rapidly changing knowledge about the .Iv apidemic. coe officials
stated that disruption of the funding cycles was neceswary to address
important, unanticipated needs, such a3 activities targeted to minontes.

‘Awmmmmwmwmo{mmm.mm
mamwmmmmwmmmmwmmmmmmd
Amenicans with HIV infection.
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Pty.
Future changes in the courvo of the epldemic may canse condinuing dis- Ty

cortinaities in funding cycles to wact new needs as quicily se posstble. :j”g

TN ‘};

We discuseed the contents of this report. itk reeprasible CUC prograin e

officials, who agreec with ths inttrnad 2 peescatadt, The Director of TS

coC acknowledged that Bralted sy7f hanpared the LY program at the <8

Center for Prevention Serdees, evee vt o cllovati . staff to the Iy

HIV program from othez publi- beaith prograws. He toid us that add>- I

H thonal siaff could not b diversed to HIv from oth:1 core programa,. . . sl
. inciuding tmmunization and sexualty transmittcod teense coustrol poo- %
N grama. The Director of coC alsg asighesised that Chb staff have made Y
N significopt positive contributions in the 11V prevention ares, even %
thouylt understaffing has resulud in ver ¢ heavy worklosos. 3

—_ 7

¥ Unless you publicly annoiunce its contents eariler, we slan no further 3
: distriba:tion of this report until 30 days after its issue date. At that time, et
we will send coples to the Secretary of Health and Hormian Services, the =

Dirctor o1 coc, and other interested parties and w11l provide coples to %

others cn request. The major contributors to this report are listed in 3

sppendix I, ‘¥

Sincerely yours, s%
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»/ Jenet L. Shikles
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United States General Accounting Offic> a3

Report to the Chairman, Committee on
Governmental Affairs, U.S. Senate
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GAO

United States
Genersl Accounting Office
Washingtom, D.C. 20648

Human Resources Diviston
B-238881
May 1, 1890

The Horv.rable John Glenn

Chairman, Committee on
Covernmental Affairs

United States Senate

Dear Mr. Chatrman:

mhnponrumndswywrmmmandlubsequmtdhcmmwuhywrwr
mmmwmuﬁmudotuwhummhnmumdcﬂdmvm(mv),wm
mmacmﬂndlmmmwdeﬂduty:yndm(m)'ﬂ’epmgwmuhwemmmg& 2y
the Centers 1ur Disesse Control (COC), an agercy ir “..e Department of Health and Ht..an
Suvim&panu’wrmmmkwotw,scdummdmmuoneﬂom.ywaked
mmobalnhdmﬂmmmdsmeduaﬂonpmmdmednsd\oobmdyoum

We havemeyedthepubﬂcnehmldisﬁmmﬁnmﬂonmrdlnguﬂrmeduwim
efforts and met with coc officials. Our report describes the reported growth of Aipg education
programs and identifles areas needing improvement.

Unless you publicly announce its contents ezriier, we plan no further distribution of this
nponunﬁl30dayunefmhwedue.Atumu:ne.wewluaa\dcoplawtheSecreuryor
Health and Human Services, the Director of coc, and other interested and will
provide coples to others on request. Please contact e 8t (202) 275-6185 if you or your staff
have any questions concerning this report. Other major contributors are listed in
appendix VI,

Sincerely yours,

Pt l Zots /

Associate Director, Nationat and
Public Health Issues
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Purpose

About 20 percent of people with scquired immunodefic.ancy syndrome
(AIDS) ore {n their 20s. As the human immunodeficiency vitus's (HIv)
median {ncubztion period is estimated at nearly 10 years, many of these
peopie probably were infected with HIV while they were teenagers. AlS
cases among individuals in their 20s increased by 41 percent during
1889, similar to the oversll increase in AIDS cases. Without a human
vaccine or cure available, Hiv education programs gre critical as the pri
mary weapon against the medical and social costs of this potentizlly cat
astrophic health threat. Centers for Disease Control (CoC) awards for
school-based education began with $7 miltion in 1887 and expanded to
$26 million in 1939. Limited information is avaitable about the extent of
this rapidly growing school-based program

The Chalrman of the Senate ittee on Gover I Affairs asked
GAO to assess the progress of school HIV edvcation programs tor his
ongoing review of education efforts led by coc.

Background

oo
§ -
C

Many teensgers are engeging in sexual behavior that can transmit HIv.
Some youth also experiment with drugs that chd their judgment.
increase sexual activity, and cause addictive cravings—all of which can
1ead to high-risk behaviors,

I education programs provide information on what AIDG and HIV are,
how the virus is spread, and what peo~ ‘2 can do to prevent infection
Behavioral skills components, such 2s how to say no to drugs, are also
inciuded to teach children how to modify behavior Training for Hiv |
teachers is critical, Rot only must they impart correct information on
H1v. they also must impel youth to avoid risky beha or. The laiter
requires skills in p fon, group dynamics, and decist kirg.

coc, the lead federal agency for HIV prevention. injtiated a nationwide
education program late in 1886 It envistoned a multiyear effort to build
the nation’s school-based Hiv education program aimed at reaching the
90 percent of children who are in US public achools As its main func-
tion, coC provides funds and tcchnical assistance to state and selected
local edusstion departmencs through cooperative agreements Education
departments then design and operate their own programs

GAO surveyed by telephone officials from a nationwide sample of school

districts and the 13 local districts whose direct CpC . ding began in
1987 The purpose was (o determine if Hiv education was offered and

Page 2 GAO/HED$0-163 AIDS Educatien ia Public Schosls
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what teacher training was offered. A0 2150 reviewed CoC records relat-
ing to plenning and monitoring data collected by the funded state and
local ediscation departments. GAO interviewed co¢ officials and reviewed
existing literature.

Results ir Brie{

coo-led nationwide education efforts are not yet commensurate with the
tdemis’s potential for g Two-thirds of the nation's public
sdwoldlsuimnpomdm\m{onw!ndmvemauonfotmdmu
in the 1932-29 school year. It is not, however, offered at every grade
leval, especially the upper grades, where the probability of sexual activ-
lb/hmmummhmdededuaumdepamxmudonuwlm
from students the | \g and monitoring information needed
to set program prioritisn s  evaluate success. This Is due to a lack of
stafr and difficulty in obtaining community support to collect sensitive
seual 16 drug use deta. One of five HIV teachers received no tratning.
Althcugh th majority of HIv teschers did receive training, it was ofter.
imuf{icient~too brisf and coverage of important toplcs was iimited.
CoC providas no (uidanae to districts on the appropnate length of such
teacher trainir;,

Principal Findings

HIV Education Usually
Required, but Not at All
Grade Levels

CDC believes it is crucial that students at every grade level recelve sge-
appropriate HI* education to expand on and reinforce knowledge over
the years. But only 5 percent of the school districts required that v
education be provided ¢t every grade level. The most coverage is In the
middle grades (7 through 10) and the lesst in the upper grades, where
the probability of sexual activity is highest.

School district officials told A0 they were restricted by already
crowded curriculs (see ch. 2). Most public school districts (66 pervent)
required that HIV education be provided at some point in grades 7.12
during the 1988-89 school year Of the districts that did not muire HIv
education, most ennvled fewer than 450 students. COC officials should
pay particular attention to the needs of these smaller districts for tav
education.
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oo
|~
Frda



O

 ERIC

.

210

Executive Sunmary
Imy at Planning and The data collected by state and local education departments on studerits’
Mopﬁ(;g? mgPData Are knowledge, beliefs, and behaviors are inadequate. This harpers effor~
Inadequate to set program priorities, eval impr perath
judﬂmbymrmkwolmcmndsuﬁdhamkxuwlthwco!ﬂdﬂs
Without such inf i d and coC \pring to assess high-

mkbehavlomorywthmuszmlyonmemntsorotw-unmwhldl
mlynotberdakdmspedﬂcswdct\tpowhum!nms&wcpro-
\1dedmnd30umw\coopen:lvemmnems.orwhlchmekeyowecuve
mmpuummmduummcmdevehpedwedqw
tions for districts to ask students (see app. III).

But most reciplents did not collect this essential information, coc offi-
cials sald, for various reasons. Because this was the first program year
rorm:waummhckedmrwmnyoutumnqmmmnmm
asea,ndpbemscouldnotobulnmorloulwumwbnmuk
questions about students’ behavior, particularly sexual or drug use
behavior (see ch. 2).

Training for Some HIV
Teachers Absent or
Insufficient

gw)

€'t

Although education authorities r d that teachers receive at
lemlzmmolmmh\g.one-nnholmvuldknm:dvedmsped&
ucduﬂnmhunmbmnmmvmm(&!pemt)dldmodw
udnh\g.wlhwnmmmmnmmded.cfmemdm‘ndwlhn
offered Hiv education, teachers in 67 percer recelved tratning of 10
hours or less, with a median of only 7 hours. Additionally, in many dis-
tricts limited training time was devoted to key topics, such as the impor-
tance of using condoms

Most officials of school districts nationwide that offered 1V education

a desire to provide more training to their current HIv teachers.
Officials stated that the minima} training currently heing obtained was
related to such problems as not enough in-service days to offer exten-
uvemwmmmmmuamtmmwmmm
olrtg\xlsrworklxms.m\eloalomdd,dungumwdmoumwd
the district had a choice of reaching all its HIV teschers with a little
tralning or only a few with more Lr-depth tralning.

In contrast, the 13 school districts directly funded by coC generally
wm-mmmormammmammm
and covered ey topics more extensively than other districts nation-
wide coc and state officials attributed this difference to the direct <r¢
lm\dh\xaMU\ehWh\dduweofAmlnMdmnds(mdl.S)
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C's HIv educath Y] ding that Kiv teachers be .

mh\edmlswedlnhnuuylmmw\emhnmmm .
dards for the number of traini g hours required to effectively teach N

2bout 1V or the amount of time to be ~pent on Important toplcs. While ¢

wcdidnotdhwuthumhwnuuybethemmuunw :

oauuqofﬂdahuldﬂrymhﬂnmolmrd\kgwmor

tratning vecensary.

: wncouumﬂmu\ewmuhd\eblmdororwcw(l)
Recom‘mendwonsw take a Jeadership role in developing approaches to extend and reinforce :
ItiuaSecreba.ryOf Hav-related educadon for 11th- and 12th-grade students, (2) work with -

an vmeduuumwwwxmmmm
Seealt'h d Human or community barriers thut prevent them from offering 1ov
rvices Mm)mmmmwmmmmm
to eval ad ¢ achool-based programs, and (4)
dcvdopmndem\aroru\ewmormved\uzom
AgencyComm'ents A0 discussed Lhe contents of this report with the coc Deputy Director

(11v), the Deputy Director of coc’s Center for Chronic Disease Preven-
ummduwmmmmwmmau\emmumou
cent and Schoot Health. They generally agreed with the information
presented. The officials stated that mv education should be Jocally
determined and consistent xith parental values. They belleve that v
education has expanded to other school districts since GAD collected its
data (summer 1069). cDC officials stated that data on students' knowt-
edge, beliefs, ana behaviors necded tmprovacoent. They also ssid thst
some of the data available, even i not g« “able, could be useful if
employed in an appropriate manner. Afte 1 or 2 years of funding,
most school districts in the nation have ra,  begun to provide some
forma of 1v education, although much remains to be sccomplished, the
officials said (see ch. 4)
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Chapter 1
Introduction

Amenican youth are not immune to the potentially catastrophic health
and soczal costs of acguired & deficiency synd (Ams). About
20 percent of people with AIS are in their 20s. Former Surgeon General
Kocp told the House Select Committee on Cluldren, Youth, and Families
fn 1967 that “Since the time betwreen infection with the A8 virus and
onset of symptorns may be several years, some proportion of those aged
m-zswmm»tbemdhsxmedwnhmwmmhhlyinfmdu

" Today, the median incubation period for the humsn immu-
mdendencyvim(mv)baunumdumrb'wymmaddmmal
~oncern, the nuraber of AIDS cases in the 20- to 20-year-old age group
increased by 41 percent from January through December 1989, which
was siular to the overall increase in AIDS cases.

Suenuﬁcpmgrmhasauzcd ada.ngerws.pa-hapscvmm
demic many people want to believe is over,”

mecha.xrofn:elsaﬁonﬂ“ : on AIDS d in 1889. But with
mhumanvaccmeorcm'eyet ilabl», AmS prevention progr are
the pnmary weap the medical and socisl costs of this epl-

demmuc, Centers forl)seasev Control (Gbc) awards for youth education
were initiated tn 1687 at $7 nultion and grew to $25 million by 1689.
Spectfic Information about HIV programs targeted to youth in scheols has
been limuted

The Chairman of the Senate C on Gov al Affairs asked
us to assess the status of school AIDS education programs s part of his
ongoing review of education and preventica efforts led by coc.

Background

Q
ERIC
[, BT
A

AIDS 18 the final stage of the disease caused by Infection with HIv. Health
experts now realize that HIv iInfection occurs years before AILS is mani-
{m.duﬂm;thbumemevimbln!ecﬁmnwotherpeopkmdm
current emphaus s on education about the dangers of HIV tr fes]
fn the remsunder of this report, we refer to education related to all
phases of the disease as 1Gv education.

Youth are at risk of HIV infection through sexual and drug use behavior.
They may be at even higher risk of heterosexual transmission than the
mralpowhumOnemxdyfwndumzmanyyoumhdtln!omaﬂon
about how HIV is transmitted and how to avoid it. Yet even those youth
who did have information did not change their behavior.
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The next generation of perscns with As ts becoming fafected row, as
the Journal of the A Amwmmmmag!m
There are currently over 35 miliion youth aged 10-18 I8 LE¢ United ™
mwmmmwgow%gnxmm

MNWY&*MMWW!MMIOMLOOO!&M
mmxmxmx&wmmmnemwm .
with 5V, The first large study tc determine the rate of EIv infection on
WWIMMMZMI,OOOWMWM'

'Amldeggdyuﬂhdé’lZu&dmuehaﬂh!ywhmM
the disexse through homosexual behavior of 17 drug use than are ADs-
infected individuals genérally, data from the Children’s Deferse Fund

S Proaidiest of the Azaerican Coliage HetXth Assccistion.
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: Figurs 1.1: Dictribution of AIDS Cases
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Youthful Sexual Behaviors
Increase Risk of HIV
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Former Surgeon General Koop has sald, “Everything that turrs up con-
firms heterosexual spread {of Als], numencally and geographically.”
Further, heterosexual transmission among inner-city minority youth is a
clear and present danger, sald Karen Hein of the Albert Einstein College
of Medicine, who cites an analysis of the most recent data {rom New
York City. Yet the myth that there is no need to educate heterosexuals

b the gt fs not spreading beyond homosexual or drug-using
people persists, the Citizen’s Commiscion on AIDS says. This belief hin-
ders adequate education efforts.

Many teenagers engage in sexual behaviors, such as unprotected inter-
course or intercourse with two or more partners, that can transmit Hiv,
vata show that.

\
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1. Youth have sex at an early age—the average age of first intercourse
fs 16. The Office of Technology Assessment reports that 78 percent of
males and 63 percent of females have sex while teenagers.

2. For many adolescents, sexual activity is frequent or often with more
than one partner. Among unmarried females 16 to 19 years old, about
40 percent reported having sex once a week or more, and 51 percent
reported having two or more partners. An official of a nationrl organiza-
tion servir 2 youth said that adolescents interpret a “long-term monogs:
mous rela .onship” to be one with their current lover that lasts for

several months.
3Hucho!wan5elssuunlntuomuseoecumww\outu\epmwm
of condoms. Although vary, studies we revi ‘!oundthat
omya.bouzov-quamro! ally active adol used

bination with the rel to use cond

wuhones mmogumua lover exposes youth to the risks ssscisted
with unprotected intercourse with multiple partners.

Homosexual youth, particulsrly males, are of special concern as they
have been one of the high-risk groups for HIv transmission in the United
States. As youth, these teens also search for their identity and struggle
to establsh satisfying relationships, lead:~~ them, in some cases, to
experiment with heterosexual affllistions. < nis places lesbian youth,
who gencrally would be i a low-risk category, at heightened risk of
infection. Such exploration also serves as a possible link between homo-
sexual and heterosexuat youth in the transmission of mv.

Thus, many teenagers are at risk of Hiv infection through sexval contact.
mmvltyold\eslmﬂmhh\dlmudbyu\ehaﬂmympeoplc

have the highest incid 1) ted dt (sT™) In com-
Mmmmwmagemdaniymhmolu\emm!ﬂbnm
patients are under age 25. About 2.6 million teenagers contract  sexu-
ally transmitred disease annually. The incidence of sTo among minority
youth is generally far higher than among their white counterparts.

Women who become pregnant through unprotectad sexual activities
place not only themselves, but also their unbom children, at risk of HIV
lnfealon.ud\evimsadbemmmlmdpahmuy Ten percent of
women b pregrant every year, and 40 percent of US.
mwubmmmmlulmoncebelmmm the Guttmacher
Instit+.s reports. There are 1 million teen pregnancies each yesr.

Page 11 GAO/HED-$0.103 AIDS Edw-ation b Pebiic Scheels

o . 25:’2 :
ERIC

5
A N
E SN i . LN e




218

Iatreduction
Drug Use Also Places Some teenagers are directly at risk of cuntracting HIV through the shar- Q
Youth at Risk of HIV ing of contaminated needles used to inject intravenous (iv) drugs. In ;

1986, 1 percent of high school seniors reported using heroin and 17 per-
mtmmmdmhumwmwmchabounbeinmvmubhumd,a
National Institute on Drug Abuse report asserts. In addition, about 3 to 4
mzormxswx&ymmmcnuomwmmu\ew
trict of Columbia had reported using drugs, a D b

1988 coc study says.

L ihed w

o oxax Xya

In addition, drugs with which some adolescents experiment inciease

their risk of 11V infection by clouding their judgment, increasing their

sexual activity, or causing addictive cravings. All can lead to high-risk

sexual behaviors. Some then become involved with other drug users :
who have contracted HIv. For example, young wormnen who use cocaine H
or crack may engage in relationships with men who use heroin, an .
injactable drug. Such youth a)so may exchange sex for money to finance

their substance abuse.

Youth Lack Knowledge,  The National Adolescent Student Health Survey, conducted in 1087 with -
. 3 8th and 10th graders, indicated a serious lack of knowledge on AIDS top-
Not Cha cing Behavior ics, such as mode of transmission and means of prevention. In particu-
lar, ymtm;adaotnekmwledgeubwt)wwmvmumsmlmd,buzdm
not aiter their dehavior accordingly Some changed their behavior A
groundiessly, for ple, not hing doorinobs or sharing popcorm. N

In 2 1986 study of teens in Massachusetts, 96 percent said they knew -
about AI8, but only 15 percent had changed their sexual behavior

because of concern about it. Of these, only 20 percent took steps such as

using condoms or sbstaining from sex; 54 percent sald they did not

worty at all about catching AIDs.

Teens experiment freely with drugs and sex for the same reason that
they drink or smoke too much and drive too fast. They tend not to
beljeve in their own mortality, states the North American Directory of
Programs for Run s, Homeless Youth and Missing Children. Reach-
mmwnhmemnwhduﬂammusenwyoumdomt
even think in terms of tomorrow, let alone b or 10 years down: the road,
the latency period for AIDS.

Adolescence is characterizad by impulsiveness, a desire for ir nediate
gratification, and a tendency to question authority. The latter is espe-
cially true when advice from suthorities disagrees with the adolescent’s s
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own limited personal experiences. Other adolescent characteristics, such
as their search for ar identity and self-esteem with a subsequent need
for peer approval, make it difficult for them to resist peer pressure, A
lack of social experience, coupled with the dynxmics of new sexual rela.
tionships, makes it hard for ado} to Justify sbstinence from sex or
drugs, or the use of condoms.

ey il Smiiar 0 s

Objectives, Scope, and ¥ focused this review on determining the status of the following.

Methodology +  Xudent Hiv education required by achool districts’ formal curricula for
grades 7:12, what grade, course, and for how many class perfods it is

taught.
Data collection by coc-funded state and local education departments on B
students’ HIV knowleage, beliefs, and behaviors for use in planning, mon- )

iwﬂng,andhnpmvhgwum
* Inservice tralning for xrv ¢ teachets and for how long topics
are covered.

We conducted structured telephone interviews of superintendents or
their designated staff from 232 randomly selected achool districts cnd
the 13 local districts directly funded by coc in 1987.% Qur findings for
the randomly selected districts are representative of the approximately
14,200 school districts nationwide in our universe.! The findings
represen:t the status of required student HIv education and HIv teach -
training for all school districts in our universe in the 1988-89 school Y
year. The margin of error for our finding is gencrally + 6to £ 10 per- :
centage points depending on the item. Sampling errors for specific num- .
bers are provided in appendix I1. Our findings for the 13 coC directly .
funded districts reflect the status of HIV education in these cities, whici
were funded because they had high ADS caseloads.

Because the school district generally has considerable control over local
HIV education, we discuss the reported activities and requirements of

wcwm-umammwmmuumnw ¥
mnuummhman&amnmmu v
ng districts for 98 percent of pubic

e uned the 108788 pubiic sdurmticn agrmecy mammwam‘-w
~ mau.m-nmm.umm the spproximetety 16,000 achoot dictricts i
mmuxm?mmuamwwwmmmmm
grade was kese thaa 7, nondocal school districts (such 28 RIDAVIROrY,
operatad sgencie), snd 49 superintendient offices &Mmmmuwm
bt hed no student counts. This left about 14,200 school districts from which we
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. teachers who teach about HIV. Also, this information relates only to dis-

: ERIC

school districts. Our estimates of the extent of IV education are stated
In terms of the frequency with which achoo! districts reported various
HIV education activities. They do not include estimates of the number of
students recetving Hiv education. Student estimates would have required
data collection at the sch..ol level, which was beyond the scope of our
study.

Our information on student HIv education reflects what school district
officials reported was required by school districts’ formal curricula. We
did not talk to teachers or visit claser to see if HIV teachers were
actually adhering to school districts’ curricula although
we did viait one Jocation before our survey. Nor did we collect informa-
uonnbwtmvedlnuonocwmmh\romdlyorapano!docdve

L]

v WA A A et i ada

xR

courses. In addition to reviewing the liter lated to A0S :
mdmmmmmw?wlpmwhummmwmw
classroom. (See p. 23.)

The information we present on in-vervice teacher tralning relates only to
the training that school districts reported was received by classroom

P R .Y

tricts that required 1v education.

We.conducted our work at coc headquarters in Atlanta between May 0
and December 1989, Telephone interviewa were done between May 31

and August 18, 1969, Additionally, we interviewed CoC officials respon-

sible for managing these HIv activities and reviewed associated financial

vecords, cooperative agreement documents, and other CoC records. We

discuseed the results of our school district interviews with officials from

G, six states that had the most districts providing 15v education in our

N T i

sample, and three local edication departments on the east and west 3
cossts to sbtain their reactions. Thelr were incorporated i
where appropriate.

Ourworkmda\emaccotdamemu\samuywcepwdgovmmt .
auditing standards. At the request of the C ittee, we obtal ,
ram«mnwdmagmymmumldnnotmhm
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24t HIV Education
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Nationw ide, the majority of school districts had incorporsted some fona !
of Kiv education into their curriculum in the 1988-89 school year, While

H nearly all large schools offered such tralning, a disturbing number of 2
. smalier schoo! districts (fewer than 450 students) had not required inv 3
B education for thelr stud Even schools that offered HIV education :

. programs typically did not require them at all grade levels. Only & per- s
cent of school districts nationwide offered v education at each grade h
level in the 1983-89 school year. HIV education often was not provided at N

the highest grades, where the probabtlity of high-risk behaviors by 3
youth increases.

The Centers for Disease Control has recommended that iitv education be

s provided at ea_h grade level. o believes schools should present agie-
appropriate Hiv information that is expanded spon and reinforced as the
students pass from one grade to another

2

N A IR A

, K 0C is the lead federal agency for Iy prevention programs Its Diviston
CDC’s SChO(?l Based of Adolescent and School Health, in the Center for Chronic Discase Pre-
HIV Education vention and Health Promotion, has responsibllity for youth education.
Program Lt national education program prim==ly targets students enrolled in

public schools becsuse these schoc's can reach about 90 percent of the
young people in kindergarten through 12th grade. CoC describe- thisasa
multiyear effort to bulld the nation’s school-based Hiv education pro-
gram cOC acoursges state and local education departments to

TP

N

develop curricula and necessary support materials (such as texts,
videos, and workbooks);

train itiv education teachers,

educate parents to suprart ;v education, and

monitor the programs by colle.ting student information

CDC Funding Since 1£37 Stnce it began efforts toward Hiv education in schools in L« £ 1886, coc
has funded programs principally through cooperative agr s with
state and local education departments. in September 1887, coc awarded
$6 4 million to 14 state and 13 Jocal education departments, Including
the Distnict of Columbia. These 27 awards, ranging from $119,500 to
$342,607, involved cducation departments that served areas with a high L*
incidence of AIDS cases

I

R e
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Also in 1987, coc awarded $1.8 milhion to 15 national organizations,
such as the Council of Chief State School Officers and the National Asso-
cation of State Boards of Education These organizations were to use
the funds, ranging from $92,919 to $302,000, to help Increase the num-
ber of schools and other organizations providing #tv education to youth

oo xrsn,

In August and September 1988, coc ded funding to a totsl of 53
state and territorial :}ﬁ 17 local education depurtmsnis. Tiene 70 8000~
ments totaled $16 7 million, ranging from $81,182 to $441,267. Sinu-
larly, COC awarded $3.8 million to 19 national organizations in 1988 In
1989, coC awarded a total of $25 million to all these organizations.

V\er e wreern

gy

Generally, state and local education departments are responsible for
managing their cooperative agreements. CoC prow i jes general guidance
and oversight (see app 1 for coc's guidelines) This cooperative effort !
streases the importance of providing immediate education about high-
nsk behaviors to students. Specific education department activities .
tnclude developing curricula and materials, training teachers, educating i
parents, and completing surveys of students’ v knowledge, beliefs, an!
behaviors

State Involvement tn HIV  States have been sddressing Hiv education 1s.ues 33 shown by a Decem-
Education ber 1988 survey conuucted by the Council of Chief State School Officers.
. The council canvassed all 50 states the District of Columbia, Puerto

Rice. the Virgin Islands, and Arv  in Samoa. For these 64 jurisdictions,
thve counci] reported (1) 41 hud estrer a state law or state policy con- .
cerning HIv education in schools, (2) 4] had a curriculum or 2 cumculum N
guide for Hiv education, of which 32 were advisory and 9 mandatory,
and (3) 41 providza teacher In-service training programs for Hiv educs-
tion On1y two states s2id they had not addressed any of the above three
catrgories

That 18V ~Jucation was required in 28 states and the District of Colum-
bia wis reported i1n another survey covering 55 states and territories |
was conducted by the National Association of State Boards of Educatin
in May 1989

Page 18 GAO/HRD 83 103 AIDS Edecation ia Pabiic Schovds
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Most Districts Sixty-stx percent of school districts nationwide reported to ts that they
; required students to receive 1V educution a3 part of thelr formal curric-
Required HIV ula In the 1988-88 school year. Of the remaining districts, 27 percent did
u i i 88-8 not require HIv education, and 7 peroent could not be contacted or
. SEghm'luygn in 19 9 refused to participate tn our survey. Most districts that did not require
ool rear Hv education had fewer than 450 studeats; very few had 2,500 or more
J students. coCshould pay particular attention to these smaller districts to
¥ determine thelr needs in injtiatin~ 11v education. The 13 direvtly coo-
funded school districts all required stud to jve HIV education, as
their cooperative agreement funding was earmarked to help provide
such education,

BT I

s

TE s VoA,

s d”

Reasons why school districts r¢ _ .red Hiv education include
following

State mandates requiring local districts to teach Hiv education an.
. tricts’ injtiatives to respond to the v epidemic.
. + The national Hv «Zucation program and media attention w.out 1V,

S “
e o

soovn Ay A

As t2 why some districts did not require tiv education, the following
reasons were offered.

» Conservative community values, fear of community reaction, or low
incidence of lav infection locally

Insufficient school time to give students the necessary hours of instruc
tion as well as parental reluctance for schools to teach about “safe sex.”

Some districts oot requiring Hiv education indicated that they pl d to
implement such programs <oon or were in the process of developing v
teaching guldes Also, some districts proided informal Hrv education
either during a school assembly or at the initistive of individual teach-

Pyl Aok oy FKT ur

P
Sk gor v

ers, they satd
_ ;ﬁ
HV Education Not Very few school districts required #iv education in each grade, our sur- "
Provided at All Grade vey of districts with grades 7-12 showed. Only 6 percent cf districts =

with grade levels i through 12 nationwide, and 1 of the 13 high caseload
districts directly funded by cpc, required such education at each level. It
is crucial that sufficient classroom time ~ provided at each grade level,

coc guidelines advise This helps assure that students acquire essential .
age-appropriate knowledge about Kiv and have the information -
expanded and reinforced each year ¢0oCand almost a! state officials .

Levels
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said already crowded curricula preventud districts from requiring 1ov
education at all grade levels.

Most school districts nationwide and the Coo-funded districts required
that students recelve HIv education at some time in the 7th through 10th
grade+ A’ nut three-quarters of districts nationwide required students
0 receive K education in the 7th grade, while few offes it at upper
grade levels (sce fig. 2.1).

Pigure 2.1: Grade Levels st Which HIV
£ducation Usuelly s Taught (1508 89)

Note Percantages 10t 10 mOrs Than 100 Detuse 1Choot G My teure MY SOCANON M v
Pon one (rece

Mont districts nationwide (79 peroent) and most of the directly funded
districts (69 percent) required 11v education in health classes, as recom-
mended by coc. Health usually s taught in grades 7 through 10, coc
officials say Our data show 2 drop in HIv education in grades 11 and 17
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R N Ry Tyes

Even if hes'th is not offered fn these grades, v aducaition should be <y
wnﬂnuedhmfmfwdwmhmmewhhmcm

dations. The Inc mmorunmaanmwwud
urnodfo:nhﬂmwmomnmwoﬂamuwm
ments for dolng 0.

HIV Education Introduced
in Primary Grades

O

mmm«mmmmmmurmm
ricula before the seventh grade—over half of the nationwide and cne-
Mmmmmmmwgwm
fifth grade {see fig. 2.2). cocofTicials recommend that

v e ation be provided at each grade level. If this recommendation
were strictly followed, then u1v education should be svallable in first
grade or kindergarten, However, given the carly introduction of tratn-
ing. mos¢ students recelved mrv information before the average onset of
sexual or v drug use behavior,

Page 19 GAD/I0ED-80.108 AIDS Flduencien in Public Schonks
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mnzza;olwmmtm

First introducod into Foreel Curmicide
(190839
Cudes 43
e SYNOMG eors 1 e percentaGes &8 7 percandage  ank, or es
Time Devoted to HIV Nattonally, from | to 48 class periods were required by v curticula
Eduﬁa[x)fon Varied dunng the academic year, the school districts teported. A clzss perfod
usually lasts about 50 minutes. Nationwide districts and the 13 coc-
funded districts required students to rective # median of five class peri-
ods of v education. Twenty percent of districts natio. vide reported
that 10 or more class perfods were required, and 25 percent reported
that 3 peniods or fewer were required (see fig. 2.3)
Pege 20 GAQ/MED 66183 AIDS Educacion ba Pubiie ekt
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Nambue of Chaos Pasiote

COC \rnind Dhoness:
Natewtds Dutten

Planning and
Monitoring Data
Inadequate
[ 4
L4
Q
; E IC

Dyﬁncndo!unlsssssscrml)w.mofm"omorbwm
nndnmtoﬂn(duxmmcmmnms,udwmevwmme
Necessary surveys on students’ H1v knowledge, beliefs, and behaviors
(xan), and 3 depart.nents had not provided necessary data to CoC to
evaluate sampling r2sults. Forty-five ¢onducted survey's that did no?
meet essentisd stamiards—they were not generatizadle and/or did ot
contain questions relatin * to students’ behaviors. Only eight collected
sdequate data, Of the 56 departments that did surveys, 27 obtained sex
and drug tehavior inforrastion, but only 8 obtained yesults that met
both tial standerds. The 70 15y education cooperative syreements
with state and Jocal education departments thet onc funded in 1988
included 8 provision (o gather this planning and monitoring information.

kb3 data are critical to manadng, avaluating, and tmproving state and
local education department HIV education programs. Using baseline xpe
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survey data, an education department can identify students’ knowledge
about HIv and the extent to which behaviors that spresd IV are prac-
ticed. This information then can be used to establish educational priost-
ties and set objectives for changing attitudes and reducing risky
behaviors. Follow-up XBB surveys can provide & basis for measuring pro-
gram impact and evalusting results. Without such information, coc and
educators must rely on proxy information on the general trends of sex»
ual and drug behavicr reported by other surveyors. which may not be
related to therr speafic population of youth.

coc identified two essentisl standards for effective XBS surveys:

1. Results should be g lizable to the stud-t population. Such

results provide an accurate picture of the popuwation ard can be used to
make decisions about the entire ¥Iv program. On various occaswons, such
23 c0C's November 1988 School Health Education Workshop, Coc noted »
the importance of obtaining such statistically useful survey informztion

2 Questions about students’ sex ana drug behavior should be included
to provide essential information on the extent to which students engage
mr.skybduﬂonmatrpnadmv.mmbslcpuwolmvecu-
cz00n 18 t ehminate such behavior, CDC views >ollection of information
about students’ sex and drug practices as essentia’ to setting program
pmndﬂandmmwdngmut&wchsdwdopcdamm
school districts can use to assess students’ XBes (see app. 1),

[n our opiruun, the XB3 data coliected sre insufficient because the data
are often not generalizable and because of the limited extent of behav-
roral information. CoC officials stated that ¥53 data needed improve-
ment, but that some of the data could be useful, although they did not
meet essential standards They stated that some education sgencies (1)
lacked available staff to collect them because this was the first program
year for many states and/or (2) had difficuity obtaining authorization to
gather certain sensitive information regarding students” sexual or Iv
drug hehavior Among the obstacles to obtaining such data was the per-
cewved community concerns about gathering data on students’ sexuai or
v drug behavior

Much more remains to be learned about how to motivate long-tenn
changes 1n the sexual and drug-using dehaviors that spread HIV, 93 »<
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testified in June 1988. Neither public organizatiens nor private founda- .
tions providing HIv education have done much to ascertain the effects of o
thetr programs, recent research shows Faced with methodological diffi- =5
culties, limited resources, and the urgency of controlling the epidemic, B
early education programs skimped on evaluation. As a result, informa- -
tion about the effectiveness of public and private programs has sccumu-
lated slowly. But tight budgets and the urgency of slowing the spread of -
uIv among youth only heighten the importance of understanding the
effectiveness of education programs. et

The federal government should take the lead, we testifled, in conducting 5
rudimentary studies ~f what does and does not work in kv education. et
Although school hea’ .1 education is an old field, there has been Lttle

research or how to modafy it for Hiv education. The particular challenge
18 not solely to impart information about the epidemc to youth but to e
b modify behaviors that place them at risk. =
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Some Sensitive TOpiCS Two other studes provide some insights on what students have been ;‘

. taught about v st
and Behavior Change
i Addressed 1 More than 90 percent of public school sex education teachers sur-
Skills Not Ad veyed by the Alan Guttmacher Institute® reported that they covered
selected Hv-related topics. For example, 96 percent reported expiaining
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- how HIV 1s transnutted (see table 2.1) However, some of the more sensi- (?
Ko tive topics, such as homosexuality or “safer sex” practices, were cov- K]
: ered iess frequently. The nationwide survey covered public school sex -
. educaticn teachers in grades 7-12.3 =
[y <
. hf
. Table 2.1* HiV-Retated Topics Covered T S M
N by Sex E E
4 Coveced by teachers 2
« i Ea—— % 5
" - — ~ 3
: - - - - 5 4
5 k
« 91 4
e %
N —_—8 o4
hooﬂmdmtlyngpstw_s_ﬁecled e 6 v
3
R ki
Specic sawces o heplor students —— ks g
Sater sex practices o4 N
: -
Many teachers responding provided tnformation about the condom and "
how 1o use 1t, according to the survey, as table £.2 indicales. 2
Table 2.2: Ccadom-Relstad Topics R S S T -
Coered by Sax Educstion Teachers NuMDErS 1 percent -~
Condom-reiated topkcs covered - Coversd by tescher i
How 10 ute a condom - 77 &
Ywmxmmmmamw«emm M
contactbythepens & z
Encourzge concom use for reverton of HIY and other N
sexully transmutied dsesses — 8 N
Addne3s such concerns 25 feduced exual plessure and lack %
_ o spoatanety e _8 ¢
Teach that coNComs shouid abways be used with spermcdes 45 O
Al
30( the 9,300 tean hers sarveyed, 4241 responded, yihding s respocoe race of about 45 percert. The .
response rate differed by teacher specisity 1t was hightst among rrses. Respondents were simalar to 2
ronrespondents i metropobian status, although teachers from schools with 501-1,000 sudents were ¥
sitghely more Blcely than those from schoots with Larges or snziler envotiments to respond to the 4
survey Teachers from the North Centrsl regson of the country had a digitly higher resporae rate, 4
and those from the South had a shghtly lower resporse rate than those from other regions. The 4
Athors nore that the size of the school 2nd Fegon of the courtry were not sigrificantly related to the i
a number of variadies litthe buas by these factors, other than oy
that by &flerences by spraalty M
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Chapter3
Sosdent HIV Education

2. Some important prevention topics, such as proper use of condoms and
peer resistance skiils, were not included in many of the 43 secondary
school HIV teaching guides reviewed by coc in an unpublished study (see
table 2.3), although coc feels that the data should be further analyzed.
The guldes were obtained from coc’s A10s School Health Education data
base. coc officials noted that the federal stiv education role does not
mandate a specific school curricutum,

Tabie 2.3: Prevention Topics Included in
Teaching Guides

!

Nunders n percent

HIV praventica topic

Personal ity

Poer resisiance and retusal shits
Enhancoment of seflestosm
MOGy own Dehavor -
Sex

V dugs

]
o Ll Lol

Mutuely 13740l wath unentected partner

Condoms o
Mentoned - %3
Reduce risk of exposurs 1o MV - 79
AcSitioral protaction d Used together with sermecide 2
Used propedy from Start 10 hxsh with each seu aci i
NSHUCLON Of Gemo O Use 18
Oruge -
Avoss IV use L}
Do not share needies or $y1noes 91
Ceanmgolwoks T T
Seekreatmenidadocted T 2
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Chapter 3

: Teacher HIV Training Often Inadequate

or Lacking

About one out of five HIV teaciers in school districts we surveyed had
received no training in the subject Even though most HIV teachers were
trained, both the length of this v training and the coverage of impor-
tant topics often were insufficient. Most of the officials of the distric 3
we surveyed indicated an interest in providing Hiv teachers wath addi-
tional training

Teacher training is & cntical component of effective school-based Hiv
education. In June 1988, the Presidential Commission on the Hiv Epi.
demic rec ded that HIV teachers receive e ive in-service train-
ing before they begin instruction In addition, COC recommended in
January 1888 that tiv teachers should receive specific training as soon
4s possible (see app )¢

One-Fifth of Teachers
Not Trained

)

[ e
i,

ERIC 2

Our survey showed that about one out of every five HIv teachers nation-
wide had .ot been trained by the end of the 1988-89 school year. Twelve
percent of the school districts nationwide that required student v edu-
cation provided no teacher training 1o about two-fifths of the distnicts
not providing tramng, officials said teachers do not need Rtv training,
and the r:mainiry three-fifths cited various barriers to training These
included lack of in-service training days and lack of money to pay for
substitute teachers to relicve Hiv teachers for training

In-service Hiv teacher training was available and utilized by the mayority
of teachers in 2ur nationwide survey ? Speafica ly, 83 percent of 1iv
teachers in the nation’s school districts actually received the training
All 13 coc-funded school dustricts provided Hiv tsacher training, 91 pers
cent of the HIv teachers in these districts received v training

3everal reasons for the reported teacher trairung coverage were given
by state and ¢oC officisls Two state officials said that school districts
understand that teachers need to recetve v raining State mandates
Hiv teachers requesung training, and coC's emphasis on training were
listed by other state officials as additional reasons The extensive pub-
heity concerving litv and the ready availability of Hiv teaching materials
hetped boost the nurber of teachers trained, o offictals added

'CUC Guadetre 1 for Etfectuve School Educatsn 10 Prevent the Spread of AL, Jan 1668

“Sume whools | squire iv-aervicr Lraining 16 be offered 10 teachers during duly hours of compensate
teachers for the Ume NECEIaATY LG Compiete such trasmng
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CQhapter 3
Teacher HIV Tralaing Oftva insdequate
Lacking

Length of HIV Teacher
Training Often
Insufficient

While HIv teachers in school districts that required KIv education do
rective HIV ecucation training, it 8 lly is not as ive #s educa-
tion experts recommend or school districts want. Officials of state and
local education departments and national education organizations
believe Uit teachers should receive a minimum of 12 hours of Hiv
instruction This provides basic information about Hv, they contend,
and helps ensure comfort in discussing topics of human sexuality More
traiung time is recessary for teachers who lack a background in health
education

Generally, v teachers received iess than 12 hours of training, school
distnct officials nationwide told us (see table 3 1). In 67 percent of
school districts nativnally, HIv teachers received training of 10 hours or
less, 1n 32 percent of districts, 4 hours or less

HIV classroom teacher 3 {n the 13 coc-funded d stricts generally recelved
more 1n-service training than those nationwide—a median of 12 versus
7 hours However, Hiv teachers in almost one-half of the coc-funded dis-
tncets received training that lasted 10 hours or less

Table 3.1 COC-Funded School Districts

Provide Lengthier Tescher Tislning Than
Natiorxide

Lowest Highest
Trsofschodi it o Querter  Medisn = quarter
BCCtndedomrets T8 12 T
Other schodt Ostncts neborwide - « Ty 2

C0C has performed no systematic classroom observations to detensine
the nature of 13v education provided nationally We visited one location
before Zur survey and observed a range of teacher quality in terms of
the information presented, teaching style, and student reactions

W issued guidelines in January 1988 r ding that HIv hers
be trained as soon as possible But it has not yet develog»d official or
even prel Y standards for the ber of training hours required
by teachers to effectively instruct an HIV course While COC officials did
not disagree with the 12:hour miniraum, they contend that sufficient
evidence on the optimal number of hours for Hiv teacher training is not
avalabte lo suppon a specific level of training cix is concerned that

a of time for teacher tralning may be
unde‘lrable as jt may nustakenly be used as a standard, However, in
hght of une seriousness of the v eprl=huc, preliminary guidelines that
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Chapterd
Teachee HIV Tralaing Often Inadequate

are updated as acditional research data are available would be appro-
priate For instance, fhdance or: the amount of time to be spent on indi-
vidual topics to provide meaningful instruction would be useful to
school districts, even if a tota) time for the entire 11V teacher training
course 18 not provided Such guidelines on content and coverage would
be a first step In ensuning the uality of the IV training

Lasaited resources, such as funds for substitute teachers while HIV teache
ers are in truning. prevented districts from providing more training,
state and local officials said. Among their responses

The choice was brtween resching all Hiv teachers with a little training or
only a few witl. more in-depth training

School 3dministrators may not understand that training trachers to deal
with sansitive Hiv subjects requires more trairing time

Teuchers in the 13 coC-funded districts generally recelved longer train-
1ng, because of the direct coC fu..ding avallable and/or because the
tigher incidence of Hiv in their communities served as an impetus.

With respect to the latter, if a higher AlDs cascload has been an impetus
for these districts, o her districts should not wait for & siinilar proutem
to provide their motivation for pursuing Hiv education The chief benefit
of Hiv education 1s 1o prevent infection from occurTing.

Limited Time Devoted
to Important HIV

Limited time was devoted to some key topics in teachers’ RIV training,
perliaps in part due to the insufficient length of in-service training For
half or more of the nation's school districts, training covered 5 of 14 key
wpics for 15 minutes or less, which educators contend is an insufficient
amount of time These topics tenced to cover sensitive subjects, such as
the 1mportance of using condoms and the dangers of unprotected homo-
sexual intercourse and muitiple sex partners (Sce app V for alist of the
key topics with their coverage )

Conversely. in the 13 coc-funded dustricts, the 14 key teacher training
topics almost always are discussed for more than 16 minutes. officials
re; -ted Most of the districts addressed sensitive topics for more than
15. nutes Topics included the importance of using condoms and the
nisks of unprotected homasexusl intercourse (See #pp 1v for a list of the
key topics with their coverale )

Teacher training should cover opics and approaches having the great-

et potential for changing studer.t behavior that could lead not only to
?
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Chaptec 3
Teacher HIV Tralning Ofisa Inadequate
or Lacking

AlLS, but also to teen pregnancies and drug abuse problems, coC gulde-
lines say. Among these are modes of HIV transmissjon and behaviors that
spread HIV; ways to discuss sensitive topics, such #s the use of condoms
and homosexual behavior; and ways to help youth resist p.2rsuasion,
gain d~cision-making skills, and build self-csteem 20 they can resist risky
behaviors These topics should be covered for a sufficient amount of
time—~more than 15 minutcs=—1to allow teachers to gain expertise, edu-
cators feel

But teacher training for some controversial or sensitive av topics was
lLimited, state and local officials noted, .~cause school staff or individu-
als in the community were uncomfortable. With lim#*ed training time
available to start with, one state officlal said, topic. chat are too senst-
tive for teachiers or the community are just not substantively addressed.

Most Districts Would
Like Additional HIV
Teacher Training

More in service 'raining 1s needed. school distdct officials in 64 percent
of districts asserted, and 25 percent said more HIV teachers ure needed
School district officials nationwide listed zeveral problems that inhibit
their ability to give teachers additional training or traln more teachers
Among these problems gre the following

Too few 1n-service days available ‘a do extensive training

Teachers’ reluctance to attend training held outside of regular contract
or working hours

Not enough money to pay for substitute teachers

Too few substitute tearhers to release niv ciassroom teachers for
traming

In 12 of the 13 coc-funded districts. officials want to provide more Hiv
traiung to teachers In 7 of the 13 districts, officials said e number of
teachers trained 1s fewer than necded Officials listed barr. ers similar to
distncts nationwide. such as too few {n-service days for extensive traln.
ng, too lttle moneY to pay for substitute teachers, and too few substi.
tute teachers o release HIV classroom teachers for training.
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236

Conclusions, Recommendations, and
Agency Comments

Conclusions

Recommendations to
the Secretary of
Health and Human
Services

Two-thirds of the nation's public school districts reported Hiv education
programs in progress in grades 7-12 for the 1888-89 school year. Those
not offering HIV education tended to be the smallest school distncts.
Additianal focus on these districts is needed to ascertain their needs in
initisting Hsv educsation. But only b percent of school districts nation-
wide required HIV cducation at every grude level, as CDC recommends
HIv educationdrops off noticeably in the 11th and 12th grades, yet this
is when students become more sexually active, Moreover, Important
data on studants’ knowledge, beliefs, and behaviors needed to plan and
monitor HIV programns cither have not been collected or are inadequate to
set educational pricritics, evaluate success, and Improve yiv programs.

The myjority of teache=s in school gistricts nationwide that required Hiv
education have received in-service tral Ung on how to teach about AIDS.
Such training, however. is not &s extensive as the distrits prefer or
authorities recommend One out of every five HIV instructors has
received no training

Judging by avallable statistics, yonth are at risk of iV infection through
various sexual and drug use behavings. They are at higher risk than
adults through h~terosexus) \ Xploration Alps education programs are
the pnmary means to prevent HIv infection in youth The effort to edu-
cate youth about AIDS began only after scveral years of the epidemic
Although education is increacing it scope and sophistication. it is not yet
commensurate with the threat posed and the call by the Surgeon Gen-
eral in 1986 for Immediate action

LAU recommends that the Secruiary require the Director of coc to (1)
take a leadershup role tn de.etoping approaches to extend and reinforce
Hiv-related education for 11th- and 12th-grade students. (2) work with
state education agenaies to help smaller school districts overcome
resource or community barriers preventing them from offering v odu-
cation {3) ensure that state and Jocal grantees collect adequate kns data
from srud to eval and imp school-based programs, and (4)
develop guidelines for the trai of hers who instruct the Hiv edu
cation courses

Agency Comments

We discussed the contents of this report with the coc Depity Director
(Hiv ) the Deputy Director of cix’s Center for Chronic Diseasc Preven-
tion and Health Promotion. and the Director of the Diviion of Adoles-
cent and School Health They generally agreed with the information
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Appendix 1
Excerpts From ‘CDC'’s Guidelines for
HIV Education
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matches the letter of yecy soawer.

1. What grale sre yeuw ia?
& TR ». 2013 c. T2 4. 1378 ¢. URGRANED OR OTEXR

2. Waat Is your sex?
s DU . PALE

3. Eav 014 are yeu!
s, 12 VEARS OLD 02 TOXCXR
B. 13-14 TRABS CLD
€. 13-1% TRARS OLD
&, 17-.8 TRARS €0
e. 1% TTARD OLD OF GLIE2
4. Aze yeu Eispentc er Latine?

s TS »» W

5. Waat s yewr race?
a. BLACX

v
€. AMERICAR IEDIAR OR ALASXAR BATIVE
4. ASIAR Cd PACITIC ISLANRER
¢ OO

1T 2

Reod each question carefully. Fill 1o the cirtle ok your asever sheet that
satches ke letter of your sasver.

6. Sheuld atwdants YUSI €20 B4 tougRl sdeut AID3/NIY infaction
weheos?
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s TS . 0 + WT I
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. T L IR ¢, WT s

16. Do yvu Xkaow viers to get good {afermation sbewt AIDS/NIV infectieal
[T ] * W 2. W7 SIS

11, De you knew vhers to gel teste .o st 1f Yeu are {atoctod vith the
AIDS vires (EIV)T
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13. Do you Xnew Dev 1 keep frem getting the AID3 virms (MiV)!
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13. Bave . sver telked adest AIDE/KIV fafection vith o friemd?

B
7 o

5o

.. TE8 »®
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14, Rave you ever talhed showt AIDE/EIV fafectiem with your pareats or
sther eduite ia your familyt

.. TE3 » m

TN

15. Con 6 persen ge: AIBS/KIY iafaction frem 2eling bends vith serems!
a. T v ® €. WT ST
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13, Can o peresn 9ot ALDS/NIV fafection fTem Beiag Bitten Wy mosgeltes
oz sther imsectst
[T % ® o INT S

18, Com o perssm got ALN/UIV {afection from donating Sleetl
@~m [ T s WOT SIS

15, Cam o persen get AIDS/RIV tafection fres having o Sleed tastt
o 133 . ® ¢. WOT N

20. Cen o peresn get AIDS/EIV futection (ren waing pudlic tetlete?
e T3 . ® ¢. BOT sUR%

21. Cam & persen got AIDS/EIY tatection Cree Raving ocxwal interceurse
witheut & conden (rwbder)?
. 1 . ® ¢. WT $A%

21, Cam o persen got AIDS/NIV {afectien frem being I tho same class
with ¢ studeat vhe has AIDB/NIV $afectisal
6. 133 % €. W7 g

23, Com yeu tell 1€ pedple ere fateciod vith the AIDS virwe (KIV) Just
7 leeking ot thamt?
.. T3 b B ¢ T g

6. Cam o gersen vhe has the AIDE virwe (SIY) fatect srmeens sloe during
sexwel tutercesrti?
[ TR »m ¢. WT e

23. Cam o pTEgnoat wemsa vhe has the AIDS virws (WIY) infect her wadern
eby vith the virwst
[P - ] LR <. BOT $33
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36, Jo thers & cors for AIDG/NIV {afoctioal
s T8 b ¢. BOT SV

27. 10 1t tred thet ely Dewcsamesl (5aY) Ben ¢on gor AIDG/EIV {afectiea?
o T » B <o BOT S92

13 Can pesple radute MGIT chantes of Docoming iaectod with the AIDS
wires (SI¥) by pat baving eny kind of semuil intercencse (beisg
shatiaemt)?
o IS . W €. W07 SOBR

29, Con poeple Tafacs thelr chsnces af betening lafectod with the AlDS
virwe (R1V) by wolng condene (rubberd) Sveing semwsl Intercestes?
. 83 % B ¢ T FOS

30, Ceoa peeple raduca tHalr chantes of boconisg iafectd with the AlLS
wirwe (RIV) by aat Moviag eny kind sf exxesl {stercenrss vith o
perecn vhe Bas 1ajected (ohet 0p) drwga!
a, TIZ . W ¢ WOT SN

31, Can peeple Indrig their chances of Decening (nfected with the AIDS
wiree (EIV) by taking kirth cemtrsl pifle?
. s v B ¢. W7 Mt

MY 3

Sosd sach question corefully, PFil1 18 the ciftie ou your answer ahest

thet matehes the lotter of yeu smsver,

3.

Rave you g3 tajectod (shot wp) cccaine, Dareia, or other 1110281
dregs inte your bedy?
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1n the It vear, Mave yeu lajected (shet wp) cocaine, deteia, or
other $1legal 4rugs {ace your bedy!
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N, mmmmuﬂxu-ﬂulunt(anﬁ-)mdnul
[T . ) » ®

3 In 15 \MK Tear, Deve Tou shared Mredles weed to laject (shoet W)
-y Cregel
. T3 »m

36, Vith bev saxy esple have you Jad axy kind of seTial {atercenzee 13
AL tet
[ | ¢ 3 63 o, 4 C2 02

37. VAT hev sany peeple Rave you had Lar kind of sexwel {atercourse {3
tha Jast react
.0 | &3 4“3 o, 4 Ok WOXE

38 Rev old vere you the (iret tioe You 2ad any kind of sexvel
tatertoursel

o, 1 BAVE JEVER JAD ANY KIWD OF STXUAL INTERCOURIR
b, 13 TEARS OLD OB TOCWCLX

€. 13-14 TEARS OLD

€, 13-18 JuiRS OLD

e, 17-13 YIRS OO

3¢, Vhen you Dave eay kind of serwsl latercesres bev ofton 10 0 condsa
(robber) weedt

». 1 EAVE BVER KAD ANT EIND OF $XXUL INTTICOURIS
b, AUATS
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This report tesponds to your request ing education programs to
mvuuthemudohhehumnlumunodeﬂdawm(mv),wmd\
ired 1 deficiency synd (Ams). It sises the

causes acq!
Cmm(wmmnud(m)eﬂmmmmdwmh
Wemlsuhmamwu\nponmmeduwbnlmhepuwcxhod
system.’

Resuiis in Brief

Qc has accomplishad relatively lictle in providing 1Iv &8 ication to out-
of-#chool youth. This ts bacause: (1) C0C's Center for Chronic Dissase

existing prevention programs.

Background

Out-of-achool youth, including r ays and homeless, migrants, and
those incarcerated, are st greater peril of s than other youth because
Mmmﬂhﬂymmmmﬂrd&kmﬂmﬂm.&v&ﬁu’

1AIDS Education: Publie Schord Mhore Soedent Infermation it Teoche Traring
(WGTTJX’. thes
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Dnnamlhnthtnxeo(mvwmmomo(w)wh
maybemshermdumdm(mthmthtmumwm
adolescent population. This group ts also more troubled, has less adult
mmuﬂhmxd\vnmdbhmmmmmhmdywm
wh live in thelr own homes? slany stay n contact with other youth or
resort 1o Drostitusio, thereby serving as a possible condult of 1V infec
tion from high- to low-risk grops.

Peopkmu\elrmcmm«l(wmmpemto(wmudm
uwmmm\‘m.mnumbaolmmmmbmmlm
increased by 41 percent, which was similar to the overall increase in
AIDS Cases. 1V infection occurs years before AIS is manifest; during this
m.wmuwmwmmmugnmm
ua\pemdb«mnmvwmmdthtumemﬁemmyeﬂ\mt
AIDS gvmptoms i3 about 10 years, adults who have Ams in their 203 most
likely contracted 1Iv as adolescents.

mmwmzuhmmtammwmmu
troubled and »ho lack adult puidance to refrain from high-risk behay-
iors than o2ner pdolescents. Additioanlly, those out of school have more
mmwmm.wmm.m
behavioral probi such as sulcidal tendencles and prodlems with con-
duct, that may influence their risk-aldng behavior

The Nattonal Netwock foe Runsway end Youth Services estimates thet
homeler~ and t ay youth ber between 1 & and ? 0 million
yearly, snd that between 100,000 and 300,000 sre long-Lerm runswiys
or "street kids, * who fend for themselves most often by drug dealing
and prostitution.

mvedncﬂmmuﬂuﬂdbemww;mh':mmdkvdol
numungu\deuslno(u\ramlnanm‘hnmudmvm.howthz
mumm-mmmmwwwmw
out-of-school youth is particularly demu  ding becsuse they are difficult
mnmmmmmmtmawammm
that make their education arduous. An effective AS educstion program
muwyoumwmmmmmmmmwm
tion and materizls on AI0S transmission and preveation in a lagusge
Manmmmwwwmmwawm

Her tarther talar saciom, se¢ Homabeasnsag and Yous Serviom &t
rady Pundied Rubters
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high-risk behaviors, and Ly thelr tmmediate needa. We refer to edu-
cation related o all phase, . the di a8 IV education in the i
der of this report.

Jhjective, Scope, and
Methcdology

wmwmwmwm«l.mmdm
mr«mmmmwmmwauw
mm«mmm“w.nwwm

Schou! Health M1V Education Program endeavors within OCOP®. We
cmvhwdmcmmm«mwdmcm'hw
acinmtrators £rof the natiosad (sach ss the National

Wealso ined HIY (ducation progy which may serve out-of-
Mmanmww-mrams«mumm-
mmmmmmmw
interviews with approprists officitls.

We conducted our review between May and December 1929 in accor-
dance with generaily pted go it suditing standard

CCDPHP Programs
Targeting High-Risk,
Out-of-School Youth
Siow to Develop

cmroharlkwmww{wmmfaw
mmumammwmummru
wnwmmmm(amhmmwywlm.
FmSmemmwmwmmml
mwwmmwu&mmw
nizstions serving yout, tmplement 1oV educstion prgrams.

OCDPY " Focused
Prevenw.on Resourses on
the In-Schocl Population

mwwlm.mwummdmwmmm
mmmw.mdwmsaunmmwmlm.m
of these Curv¥ vmrammmm-m
ard testing adacation and risk reduction, and minority initls
tves which a1, _ministered by another component of COC, (73 (sce
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Pp- 78). About 10 percent of this overal] fur3ing was targeted specifl-
cally for youth education activities in ocoeup (see fig. 1).
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o initially targetad the funds for youth in the in-achool pogulaticn. coc

mwmmnmmmnmmmm %
organized system 23d 1t was essier and more efficiert to reach them. B
Algo, they conatisuted the majority of youth, snd ’rv education in the
school system could infiuence betavior before they drooped out of
school.

<

ocoer distributed nzarly 80 percent of 1av education funds between fls-
cal years 1987 and 1989 to state and local education agnneies to support

HIv education programs for all youth. In 10688, $18.6 miion wis N
swarded to 71 state and Joce] progratas for HIV educetion for youth. The 3
aversge amount per program was leas than $273,000 to cover both in- .
school and out-of-echool 1V education. OCOPHP expetts to award <

$20.55 million to ecwration egencies in fiacal year 1990,
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CcoPHP also provaded $3.8 millicn in 1968 and $5.5 million in 1960 to
mmmmmmumwmmmm
Y~uth Services (see fig. 2). The average amount provided was about
$255,000 in 1969 In 1989, co< funded 19 nationsl crganizations, of
which 6 targeted out-of-school or minority youth. A brief description of
the ccoptfunded projects in each of these ratlonal organizations i in
sppend - 1, OCOPHP expects to award about $6.5 million to national orga-
nizations in fiscal year 189). 0coPEP chose to use cooperative agree-

ments as the funding mecharism for state, ocal, and national groups.
This mechand: Bowed recipients ddersble flexibility in structur-
ing their programs.*

Figure - Disrution €2 Funds In Fiscal
Yours 1967-85, CCOPHP Youh H0V
Educcten Progam

Pru————— s

W W B T
Punet Your P

{ | sesenat Comtuers

R 100 and Loos Coucston Agaices
Note Facel yeer 7250 Araing aocsdans re esarTeied

Thm:ghdneoovendnmmmmmuaudmam
mmummmmrwwmmm

‘Amwbnu‘mm-ﬂhhdng‘mm
federed wih the reciol d
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anmmwmm(l)devmmmrkuhmm
ing materisls, (2) training s, (3) attending workshops or confers
ences, snd (4) completing surveys of students’ 1av knowiadg2, beliefs,

and behaviors. COC 2130 expected theoe departments to develop educa-
tion progi ams for out-of-school youth and to colleborate with organizs-
tions that work with these youth.

While tn-achonl education prograras have been launched in most school
districes, in our comparion report we identified deficiencies in the exten-
sivereas of HIV efucation programs and the level of training of teachers
that are dve In part to insufficlent funding.

CCDPHP-Funded HIV
Education for Out-of-
Schoot Youth Is Limited

Generally, mhmdedmveduanm{orom-ol-odndymhhubm
limited CCDPHP relies on state and local educsts
eﬂmwm\mhmummm&smo(mm
youth HIv educstion funds to six rationsl organizations to target their
efforts to out-of-school youth tn flacal year 18889,

Under the cooperative agroements, state and local education sgencics
deaigned their own 12V edrication Programs. CCOPEP provided ro specific
gusdance on how to approach out-of-school youth; the agreement
anncuncement stated only a broad objective. Ror did ocoeste specify
what poction of any perticular cooperative agreement was to be spent
on out-cf-schoo! youth. Conrequently, state and local edtzation sgencies
(the majoeity of recipiers ., focuaed most e£ioTts In their area of exper-
mwmwmmm4mdmm
about 7 perceet of Jocal education sgency fix -8 have been spent on cut-
of-schrol vouth in tiscal yeer 1989,

Very few of the educetion sgencies targeted vicl if-echool youth for any
v edi. 8307 services. Such services inciuded direct outresch or Instruc-
ton anG design of appropriste MV educstion materisls and curricuis.
After 2 yeaus of funding sbout ona-third of the originaily funded state
education agencies had done little me2  *han scie preliminary plarning
2nd identifying organizations working v .. out-ol-echool youth. Even

urveys to obtain deseline data on youth's HIV knowiedge, beliefs, and

behavio™s.
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&-ponedbcnkﬁmmcadonforthbhwlm;zwpu\dmwm-
W(l)mmmxmmmammm
out-of-school youthu\du\corynkaﬁmsthasemﬂ&m.@) few
gusdeumoremnuaulmmi&bumdwouz-ohd\oolyomhm
avatlable, (3) communiiies have resisted HIv educstion, and (4) out-of-
school youth are difficult to reach

CCDPHP Has Strengthened
Cooperative Agreement
Requirements to Target
Out-of-School Youth

It was not until the thind proja s yesr (fiscal year 1669), that CCOPRP
mmmmwmmmmmmdrym
tives and program activities for out-of-achool youth. These required
activities include: (1) developing dats on the number of sgencies
:sb!.tdbyﬂnrxipl&:umprwidemvedwdmwwt-omdool
mg(z)mmmmbmwwwwmm
pwmmumwzdmmmunm)pmmoduc{rmﬂw
&uwmmnhxmhwwmmm-oﬁsdm!mm

CCDPHP Plans to
Overcome Barriers to HIV
Education Efforts by
Relying on Health
Departments

Because educstion sgencies had difficulties servi.g out-of-schocl youth,
ocortiP plans to target thase you.™ through sdolescent health programs
in loca) heslth departments or some other locally designated agency
umthbycu.mhovawwuda’:mulcum&nmmd\
lead agendes in six cith » #ith a high incidence of As. The designated
wwmmmumymmmmmmm
Asputofthbwwn.mhmmumtywmmuaamdsm
mmmﬂymwmmmmu«wﬂmw
Wmmwfmm@ofmmmmm
to cut-of-achool youth.

CDL's Center for
Prevention Services
Funds HIV Prevention
Activities Targeting
Qut-of-School Youth

ERIC
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thkmhuauymmuymnwfmmmmmm-oﬁ
mmmwwmfummmmmmmm
mmmwwewmmm-
ments end it -bssed organizatiz.is to populations at risk,
h\dudtmmno(—schwlyouthmhapmsnmlnp!mummchm-
of-schoot youth and include (1) state and local health department pre-
mmmmmmmmmmanxm
sctivities and special Minority Initiatives, (2) amps Coramunity Deon-
ur;nm?m)ed.swmm«manmmmmmm
WM(S)Mmewmmmwmm
KIV prevention programs for minonty and high-risk groups.
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Under the first program, Health Education and Risk Reduction, sctivi-
ties include group \ing of KIv-infected individuals and street out-
mmr«mwmmmmmm
yunhmyadhwu\mmen:ppmommuth&m-wectedm
viduals, mincrities, and school educators .inority Initiatives include
street outreach efforts targeting street youth or intravenous-drug wers
and referral of high-riek individusls to medical and testing sites by
community-baeed minority organizations.

asdxmtlyf\md:dummunky-badanmndmk\mly 1889t
Mebpmmmf«xﬂmﬂmwmmkmk\mem
mummwmmmmmmmmwmvedm
awerds is to estabitsh collaboration among comumunity organizstions, KIV
mmmmmmmm
such a5 Jocs] and state health departiments. The programs will target
mmwm:unummmmmmum,{m
mormummmmmmmm
include street outreach, peer educstivn, £nd drug education.

While we have not evaluated the effectiveness of CPs progrems, Crs does
target out-of-schoo! youth. The new irittative in ccoeur for out-of-school
youth appears to duplicate the already functioning, larger C8 programs.

Other Federal Efforts
tn Educate Out-of-
School Youth

ERIC

Aruitoxt provided by Eic:

Mrf&mﬂmmmw«mpmmmmﬂmm
projects for out-of-school yout The Job Corps requires A8 education
umormwmmﬂwmammmmmub
tration funded demonstration projects t, support and ¢l a wide
wofmmmtuﬁmpmmm”mm-
!lomu\dprevmsonservlem.k\ddawm\u\ehwmddumof
reported AIDS Cases.

Three federal agencies—the Nationsl Ina*itute of Mental Heelth, the
Nationa! Institute on Drug Abuse, and the Office of Juvenile Justice 8
Prevention Deling funded gtudies to develop and asces the
effectiveness of intervention programs in promoting behavior chenge in
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runawuy and horeeless vouth Appendix [ provides a brief description
of esch project.

In addition to OCDPHP, other organizations funded out-cf-school HIv edu-
GmuPSNOtFundedby cation efforts. Health depanuments and other groups have relied on com-
CCDPHP Provided munity-based organizations as the me  frequent direct providers of mIv
Most HIV Education education t out-of-ochool youth. Mom were runawsy shelters, runzway
referral cenders, or drop-in centers. About three-fourthe of these organd-
ations received some funds specifically for educating out-of-school
mmmrmwmma(mmnupum:
health departments, and private foundations, _«ch a3 the Robert Wood

Joh Foundation. Activivies included street outreack:; distribution of
condoms and HIV educztion pamphlets; video p 3 group ses-
siuu;peerc&mdauandnddmshubaﬂcmeda.mdnafood.d«hmg
and sheiter

A mymmmedmumwmnhumumweohkcumﬂowwﬂ.
Conclusions funding for cooperative agreements has been relatively iow. The Center

dealt with health education for youth. ccortr originally worked prima-
mmmmmmmm«:wwmumw
little guidance to cooperative agreement reciplents to focus on out-of-
mmm.Mgmmsmmmmmmm
focised on In-achool youth and little stterition on out-of-school youth
Tommdythhwobhlmmmwspmwm!mdd\pm—
grama in Jocal health departments or community-based cuganizations.

DPHP has started developing ties with the health vepartments and

community-based organtostions that serve out-of-school youth. How-

ever, existing HIv programs in the Center for Prevention Services have
been working with these types of organizations and are hing out-of-
schoolyoum.&umkdidr:.:fmmhowweﬂmhumedm
youuubmu’shassymmlnphctmdprwmcxpeda\eemmmb
group®
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Recommendation to
the Director of the
Centers for Divease
Control

Ine view of the potential duplication in coC-funded activities, the Director
o!uucmm!ormmudmldcomﬁumﬁmmwdﬂ

of the Center for Chronic Disesse Prevention and Health Promotior.
aimed st out-of-achool youth education into the Center for Prevention
Services.

Agency Comments

Anhemq\moiuccomnlm.wedidmtobulntumdmon
mmWewwm&sotmmmWom
cals and i~corporated thelr techaical and factual comments from cozre-
spondence received as appropriate.

Mmmdﬂhmo!de.mbﬂywwbﬁdymmmmu
m.mmmnmmmomhmmmwsodmm
mmmMmm“ﬂnmmwmmd
Health and Humwan Services, the Director of Coc, and other interested
partics and will provide coples to others on request.

Fiease contact me on (202) 275-6185 if you or your stalf have any ques-
tions concerning this report Other major contributors to this report are
Rsted in appendix V1.

Sincerely yours,

Mark V. Nadel

Associate Divector, Nationsl and

Pubtic Health lasues
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‘Agencies Cuntacted During Our Review

Federal Agencies

Department of Health and
Human Services

Centers for Disease Control.

National Intitute of Mental Heslth.
National Institute of Drug Abuse.

Hes  Resources and Services Administration.

Department of Justice

Office of Juvenile Justice and Delinquency Prevention.

Department of Labor

Office of the Job Corps.

Natic—al Organizations

National Network of Runaway and Yo'ith Services.
Nationst

Nationa’ Coalition of Hispanic Health and Haman Services

National Commission cn Correctional Health Care.
Center for Population Options.

State Education
Agencies

Local Education
Agencies

O
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New York City Eoard of Educedon.
San Prancisco Unified School District
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Agnasies Contacsed Durtng Our Beview

Oonununigy Based

California

New York City

Othier States
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The Briige, Inc., Boston, Massachusetts.

The Hiam} Bridge, Miami, Florida.

The Middle Earth, Austin, Texsa.
Outreach, Iic.. Atlants, Geargha.

Seattle Touth and Commynity Services, Scattle, Washington.
SwMNetworkonmu\whnﬂlys«viea.mrhm.Nonh

Carolina.
Ywmws«vmwmm.baudmlm
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Appendixll_
CCDPHP-Funded National Organizations
Targeting Out-of-School Youth

\ati mNmotulNetworko{mmmu\dYo\nhSemw'sdeQ\dcu

National Network of  p o, "nded in fiscal years 1967, 1968, and 1069, is a comprehensive

Runaway and Youth _ v-prevention education effort for reaching cunsway and homeless

Services ywmmmorwmmummmmmwm
mmmmdeaymr)\mvioeomnm&vehpmveduu-
tion policles and implement programs {or high~ak yo th.

" P The National Orgar of Black Conty Officials, funded in flacal
National Organizatior: y..- 1967, 1968, and 1969, s developing s model v education and
of Black County prevention program targeting black wd minarity youth. The model pro-
Officia.ls yunmvolvuwtrud\.u\hmmdwmnummdomm

- = The National Coslition of Hispanic Health and Human Services Organi-
National Coalition of ;¢ funded in fiscal years 1967, 1988, and 1969, is designed to

Hispanic Healthand the number of Hispanic youth service agencies offering v edu-
Human Services cation. The praject supports local traiaing activitics in Hispanic youth
Organizations serviee agencles.

- SRATl of the Natioral Coalition of Advocates foc Students, funded in fis
National Coalition of 1 0 "loa7, 1988, xnd 1969, work with community-based organiza-

Advocates for tons, health agencies, and migrant and imualgram organizations to help

Students provide HIV education to migrant and immigrant youth. The project
nlmmmm;wmu\.mduwldamvedmmﬂm
to, these organizations.

3 A!andedlnnsulymlm.lm.mdlm.w&nm!or
Center for Populanon Opdomdldmwnplumtmwwhdtool youth component
Options until the seccad praject year. The Center, provides training workshops
A3
u\dwchnhlmmmwmm;muuuolmx&mhcnﬂxsm
mm.mws.wmmwmmmwmugum
Hrv edueation programs for high-risk youth.

Yot d feal mNauu\dOwnmhs-‘onwOo:mlaull!edd\C&mreedvedmmms
1\81’,101131 Cf)mmISSlOI\ in fiscal years 1988 and 1989 to help juvenile confinement {acilities pro-
on Correctional Health  side v education

Care
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Appendix T
Non-CDC-Funded Federal Programs Addressing
HIV Education for Out-of-School Youth

Department of Health

andyumanServim

Nattona! Institute of The National Lnstitute of Mental Health and the National Institute on

Mental Health and Drug Abuss furvded the v Centet for Clinical and Behaviocal Studies at
Columbla University In September 1967 for a b-year study to cvaluate

N?uonal Institute on Drug Meﬂccumo(mmemforo\ndMywm

Aluse Punding for this stdy through Jenuary 31, 1901, totls $941,806 Ppe-
cifically, the Center Is designing and evalusting an intesventior progrim
to decrease high-risk behaviors gay and runewsy youth.

The prograe m&soﬂoureffotudmedumuumhmt—mk
behavioka 12 (l)mﬁwdﬂuwwmmxb’smﬂ
mmedmﬂ)mnxmhmm(s)ubn'ywmw
Mhmwmdmﬂvew(l)m:wwutmm
toprovldel-ur.hmv.mdudmmwm

Healt): Resouzces and The Health Resources and Servicss Administration swards service dem-
Services Administration mmwmn\dm-mmdm

populations
MLdfammb-&umBylhemdo(nmlyw 1989, the
mmmmmmwmuommmwwm%
mmmmlsmwmo.c;m
hxmmcouxdmmdlllznﬂnhnwcaﬂnmumepmmm
fiscal yezs 1550

National Institute on Druig Sirce lw.mwmmmm,\mmm-

Abuse :Mmmmwmwhbhwmeﬂm
uvmdvm&mwmmM\mlnM
mmmwmmmam.mumm‘-mm

Foge 1Y Wmmwnwn—nm
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Department of Justice

Office of Juvenile Justice

and Delinquency
Frevention

“The DIfic £ Juveniia Justice snd Delinquency Prevestion funded 2
memﬂmhwa\QmNAu

programs. The Ccaxter plans to sub 5 1 N ck for
Rm-mndm\nhstrﬂcumhdpwrymmhmwd:md

development.

Department of Labor

Job Corps

mmammmmmm&mw
tratning for youth aged 16t0 21 who sre severely educationally or eco-
icaly disadvactaged. The trak Ing is primarily provived in a resd-
MdmmMme&dﬂhmmfmm
wwm.mmww.wommmmm
me‘d:yw.ﬂzhmmkwho!mdmanmm
mmmmmmwmmm
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Appendix IV
Major Contributors to ' This Report
, Health
a,\visi.on, c Michael Gatowsid, Assistant Director
ashington, D.C. Wmmmm N
Virginia T. Dougles, Reports Azalyst R
. — ;
B Y Office  Dorald B. Huster, >t M=nagement Representatl <
Boston Regional Office wwmm v ;
Ann Thomas, Evaiuator ;
Rendi-Chariene Cohen, Evaluaior :
Quristine Layton, Evaluater ®
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2ppendix 16

END
U.S. Dept. of Education

Office of Education
Regsearch and
Improvement (OERI )

ERIC

Date Filmed

March 2%, 1991
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